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ABSTRACT

Self-harm is a global youth mental health priority, identified as one of the top 25 causes
of mortality in children and adolescents internationally (Global Burden of Disease
Pediatrics Collaboration, 2016). Several variables are identified as potentially
influencing responses to self-harm, including beliefs about the functions of self-harm
behaviour, attitudes and knowledge regarding self-harm, and self-appraisals of
gatekeeper attributes. This thesis explored the factors that influence responses to selfharm behaviour by potential gatekeepers and peers. It explored the relationship between
these variables and helping and discriminatory responses utilising an adaptation of the
attribution model of public stigma (Corrigan et al., 2003), comprised of stigmatising
cognitive, emotional, and behavioural responses to self-harm. The thesis also sought to
address a number of methodological limitations apparent in the broader self-harm
literature. Study 1 investigated the perceived functions of self-harm reported by
potential gatekeepers and examined how these compare to the self-reported functions of
self-harm in young people. Data for this study was obtained from three sources. First,
postgraduate trainee teachers (N =111, also participants in Study 2) and postgraduate
school counselling students (N = 37). Second, undergraduate psychology students (N
=238, also participants in Study 3). These groups were compared to archival data from
a clinical reference group of 281 young people attending treatment at a suicide
prevention program (Rankin, 2016). Participants completed a survey regarding their
beliefs about young people who self-harm, including the Inventory of Statements about
Self-Harm (Klonsky & Glenn, 2009). Participants endorsed all functions of self-harm at
higher rates than the comparison clinical reference group. They also endorsed
interpersonal functions to a greater extent than the clinical reference group. Study 2
xvi

investigated the perceptions and responses to the self-harm behaviour of young people
amongst 97 trainee teachers (aged 20–51 years). Participants were randomised to
receive one of two vignettes depicting self-harm that was either hidden or displayed by
a young person. The vignettes aimed to infer either an interpersonal (displayed) or
intrapersonal (hidden) motivation. Participants completed self-report measures
assessing stigmatising cognitive, emotional, and behavioural responses to self-harm.
Self-appraised gatekeeper attributes and staff attitudes towards self-harm were also
assessed. Results suggest that perceived motivation for self-harm influences
participants’ stigmatising responses to self-harm. Additionally, participants’ gatekeeper
attributes and their staff-related attitudes towards self-harm appear to influence their
cognitive, emotional, and behavioural responses to self-harm, dependent on what they
perceive the motivation to be. Study 3 examined the relationship between pre-existing
beliefs regarding the functions of self-harm and helping/discriminatory responses in the
undergraduate sample (N = 237). Helping and discriminatory responses to self-harm
were compared with an existing psychophysical measure that generated thresholds for
helping intentions based on the frequency of self-harm behaviours (scratches) presented
(Turner et al., 2021). Participants were randomised to receive one of three vignettes
depicting self-harm as either hidden or displayed with a third control condition where
no information about the self-harm was provided (control). Participants completed
questionnaires assessing responses towards the vignette, help-seeking attitudes, beliefs
about the functions of self-harm, and engaged in a computer-based task assessing
helping-intentions for self-harm. Results indicated that stronger endorsement of
interpersonal functions were related to more discriminatory responses to self-harm
(e.g., blame, anger, coercion, and reduced helping). Conversely, stronger endorsement
of intrapersonal functions were related to less discriminatory responses. Participants’
xvii

responses to self-harm were consistent with the attribution model of stigma (Corrigan et
al., 2003), and components of a parallel ‘danger-appraisal’ hypothesis wherein
discriminatory responses related to perceptions of dangerousness are mediated by fear,
rather than personal responsibility beliefs. There were no significant differences in
either helping thresholds or helping/discriminatory responses between vignette
conditions. Participants’ thresholds were not significantly correlated with other
measures of help-seeking attitudes or helping/discriminatory responses. These results
suggest that beliefs regarding the functions of self-harm account for significant variance
in helping and discriminatory responses to self-harm. Future research regarding
gatekeeper interventions for self-harm behaviour in schools should take into
consideration relevant beliefs regarding the motivations of self-harm behaviour. These
findings also highlight an opportunity to develop attributional approaches to
understanding stigma in contexts that deviate from typical peer-to-peer relationships.

xviii

CHAPTER ONE

GENERAL INTRODUCTION

1

1.1

Self-harm in Young People
In 2004, approximately 21% of ‘years life lost’ to premature death among

young Australians was due to self-inflicted injury (Australian Institute of Health &
Welfare, 2007). Self-harm rates among young people in Australia are alarmingly high,
with approximately one in ten adolescents reporting that they have engaged in selfharm behaviour (Lawrence et al., 2015; Wyman et al., 2008). Prevalence estimates
from the second Australian Child and Adolescent Survey of Mental Health and
Wellbeing indicate that in any 12-month period, 8% of all 12- to 17-year-olds report
engaging in nonsuicidal self-harm, with this estimate increasing with age to 11.6% in
16- to 17-year-olds (Zubrick et al., 2016). These rates are similar to international
findings where nonsuicidal self-harm prevalence rates are approximately 18% for
adolescents (Lim et al., 2019; Muehlenkamp et al., 2012). A meta-analysis of
international data from articles published between 1989 to 2018 found that the
aggregate lifetime and 12-month prevalence of nonsuicidal self-injury in children and
adolescents was 22.1% and 19.5% respectively (Lim et al., 2019). The importance of
examining ways in which to respond to self-harm, especially among young people is
therefore a global priority. So much so, that the World Health Organisation has
identified self-harm as among the top priority conditions targeted by their Mental
Health Gap Action Program (mhGAP) (World Health Organisation [WHO], 2008).
In examining the self-harm literature, it is important to acknowledge underlying
issues of inconsistency in terminology and across the international literature
(Muehlenkamp et al., 2012). NSSI refers to self-harm behaviour explicitly
characterized by the absence of suicidal intent. In contrast, DSH comprises self-harm
behaviour “both with and without suicidal intent, that have non-fatal outcomes”
(Muehlenkamp et al., 2012, p.1). Further confusion arises when the terms are used
2

interchangeably throughout the broader literature. (Arensman et al., 2016; Silverman,
2016). It is argued that significant variation in international prevalence rates may be
attributable to this disparity (Muehlenkamp, et al., 2012). For the purpose of this
dissertation, self-harm will be used to refer to the broader definition of self-injurious
behaviour that encompasses deliberate self-injury with and without a degree of suicidal
intent for two reasons. Firstly, it has been strongly argued that describing deliberately
self-injurious behaviour as conclusively non-suicidal is misleading when they
significantly contribute to the risk of future suicidal acts and death (Arensman et al.,
2016; Kapur et al., 2013; Ribeiro et al., 2016). Secondly, self-harm behaviour is
sometimes self-reported as non-suicidal despite evidence in the contrary of this, and
measures of NSSI struggle to definitively rule out suicidal intent (Silverman, 2016).
Whilst an individual who self-harms may not have diagnosed mental health
problems, self-harm is itself an indication of less than ideal coping skills and is
associated with greater risk of developing mental health problems. A population-based
cohort study of 4799 16 year olds found that participants who self-harmed with and
without suicidal intent at age 16 years were at increased risk of developing mental
health problems, future self-harm, and problem substance misuse (Mars et al., 2014). In
a systematic review of 90 studies across Europe, suicide risk following self-harm was
far higher than in the general population (Owens, et al., 2002). The importance of selfharm in predicting suicide attempts is highlighted by a longitudinal study, where selfharm behaviour predicted participants’ reported suicide attempts at 12-months follow
up (Cox et al., 2012). When previous suicide attempts were included with self-harm in
the final model, self-harm remained a significant predictor of suicide attempts at follow
up, whereas previous suicidal attempts did not (Cox et al., 2012). Non-fatal repetition
of self-harm present a significant problem due to risk of serious injury and rates of self3

harm remain as high as 25% four years following the initial occurrence. (Owens et al.,
2002).
Not only are young people who self-harm at risk of severe injury and accidental
death, but continued engagement in self-harm is associated with an increased acquired
capacity to complete suicide (Grandclerc et al., 2016; Hawton et al., 2020; van Orden et
al., 2010; Zahl & Hawton, 2004). Acquired capacity refers to the development over
time of an individual’s capacity to engage in suicidal behaviour due to an increased
sense of fearlessness and a reduction in sensitivity or responsivity to pain. (Joiner,
2005; Smith & Cukrowicz, 2010). Joiner (2005) argues that acquired capacity results
from repeated exposure to various experiences of pain, both physical and emotional,
that elicit a habituation to pain that would otherwise be avoided due to self-preservation
responses. Gordon et al. (2010) found that repetition of self-harm was associated with
greater reports of self-harm’s reinforcing properties (e.g., emotional regulation,
soothing, relief, and feeling calmer following self-harm). Additionally, whilst there can
be intention-related differences between suicidal behaviour and self-harm, there are
strong theoretical links between the two (Hamza et al., 2012; Joiner, 2005; Van Orden
et al., 2010). Joiner’s (2005) Interpersonal Theory of Suicidal Behaviour posits the
interaction of three constructs and asserts that self-harm is directly related to one of the
theory’s core facilitators of suicidal behaviour: the increased capacity of an individual
to engage in suicidal behaviour, resulting from the experience of painful and
provocative life events (Joiner, 2005; Smith & Cukrowicz). Burke et al., (2018)
demonstrated empirical support for this connection, finding several painful and
provocative events including the repetition of self-injury differentiated between
individuals with varying levels of suicidal risk. In a meta-analysis of longitudinal
studies, preliminary support was found for self-injurious thoughts and behaviours to
4

predict risk for subsequent suicidal thoughts and behaviours (Ribeiro et al., 2016).
1.2
1.2.1

A Functional Approach to Self-Harm
Self-reported functions of self-harm
Instrumental to any progress towards prevention or intervention of a specific

behaviour, is an understanding of the function that behaviour serves, the antecedents of
the behaviour, and what maintains it. In the self-harm literature, contemporary research
has focused on a functional approach to examining self-harm behaviour (Arensman et
al, 2016; Bryant et al., 2021; Edmondson et al., 2016; Jacobson & Gould, 2007;
Klonsky, 2007; Klonsky et al., 2015; Kortge et al., 2013; Nock, 2009; Nock &
Prinstein, 2004; Taylor et al., 2018; Turner et al., 2012). In a review of the empirical
literature pertaining to the functions of self-harm, findings indicated that self-harm was
often preceded by acute negative affect, and immediately followed by decreased
negative affect and relief (Klonsky, 2007). A more recent systematic review supported
Klonsky’s findings regarding the etiology and functions of self-harm (Cipriano et al.,
2017). Klonsky’s review noted that most of the research methodology had focused on
these affective and physiological variables, understood broadly as intrapersonal
functions of self-harm. It was argued that this narrow focus inhibited an exploration of
the role of social and interpersonal variables, understood broadly as the interpersonal
functions of self-harm (Klonsky, 2007). To assess this two-dimensional model of selfharm, Klonsky and Glenn (2009) developed the Inventory of Statements About SelfHarm (ISAS), that serves to comprehensively assess the functions of self-harm. Studies
using this measure have consistently found support for its validity and test-retest
reliability, as well as support for the two-factor intrapersonal and interpersonal model
of self-harm (Glenn & Klonsky, 2011: Klonsky & Glenn, 2009; Klonsky et al., 2015;
Kortge, et al., 2013). Findings of a recent meta-analysis provided support for this two5

factor model, and further indicate that whilst intrapersonal functions are more
commonly endorsed, a large number of respondents also endorse interpersonal
functions (Taylor et al., 2018).
The division of self-harm functions more broadly into interpersonal and
intrapersonal functions also aligns with alternate functional models of self-harm,
including Nock and Prinstein’s (2004) four-function model of self-harm. Nock and
Prinstein proposed that self-harm behaviour is reinforced, either positively (resulting in
the presence of a favoured stimulus), or negatively (resulting in the removal of an
aversive stimulus). The authors assert that the contingency of this reinforcement can be
either Automatic or Social. Automatic reinforcement refers to the effect of the
reinforcement on the self. It is further divided into Automatic Positive Reinforcement:
resulting in a desired physiological state, or Automatic Negative Reinforcement:
resulting in the reduction of a negative affective state. Social reinforcement refers to the
individual’s use of self-harm to regulate their social environment. This is further
divided into Social Positive Reinforcement: gaining attention from others or access to
resources, or Social Negative Reinforcement: to escape from an interpersonal situation
or task-requirement. Underlying these models is the separation of self-harm behaviour
into Intrapersonal and Interpersonal functions (Turner, et al., 2012), with both functions
receiving substantial empirical support (Bryant et al., 2021; Glenn & Klonsky, 2011;
Kortge, et al., 2013; Klonsky et al., 2015; Lloyd-Richardson, et al., 2007; Nock & Cha,
2009).
1.3
1.3.1

Support For Young People Who Self-Harm
Help-seeking and self-harm
In a study of a non-clinical sample of 211 young Australians, it was found that

43.6% of participants reported engaging in self-harm (Hasking et al., 2008). Of that
6

sample, 10% reported engaging in moderate to severe self-harm behaviour. Consistent
with international findings, young people in Australia have high rates of self-harm
behaviour (Cox, et al., 2012; De leo & Heller, 2004; Jacobson & Gould, 2007;
Klonsky, 2011; Owens, et al., 2002; Steenkamp & Harrison, 2001). A systematic
review of community-based studies related to help-seeking for self-harm in young
people reported professional help-seeking rates of less than 50% (Michelmore &
Hindley, 2012). The review indicated that for these young people, help was instead
sourced from peers and family members, with help-seeking rates for informal sources
ranging between 40-68%. An international study of 30,532 young people who selfharmed examined the differences between those who received help following a selfharm episode, versus those who did not (Ystgarrd et al., 2009). The authors found that
nearly half of the young people aged 14-17 years who had reported at least one episode
of self-harm in the year prior had not received any help. Of those who reported that
they had received help, less than 20 percent indicated that the help they received was
from health services. Importantly, it was also found that those who did not receive any
help, or received help from their social network alone, were no different to their
counterparts who received help on their reported symptoms of anxiety and depression,
and other risk factors associated with suicidal behaviour. These findings indicated that
those young people who did not receive help for their self-harm behaviour were no less
in need of it than those who did (Ystgarrd et al., 2009). Another systematic review of
adolescent help-seeking behaviour for self-harm reported that approximately 50% of
young people did not seek help either before or after an episode of self-harm (Rowe et
al., 2014). In line with Michelmore and Hindley’s (2012) findings, Rowe et al. (2014)
found that when adolescents did seek help, this was from predominantly informal
sources such as peers and family members. Given the relatively low rates of help7

seeking for self-harm, there is a need to examine the factors that influence help-seeking
from professional services. It is particularly important to explore the factors that might
influence gatekeepers or peers who are likely to be amongst the first to become aware
of someone else’s self-harm behaviour.
1.3.2

Barriers to help-seeking for self-harm
In an examination of parental perceptions of barriers to mental health services

for young people, Iskra and colleagues (2018) reported relatively low endorsement of
barriers to mental health care for children by parents. Of the barriers that were endorsed
by parents, long wait times and high cost of service were identified as the highest
ranked barriers. Similarly, in their review, Rickwood et al., (2005) found that amongst
parents of young people with mental health problems, cost of service was endorsed by
50% as a barrier to obtaining help. Following this, 48 % of respondents did not know
where to obtain help, and 46% believed they could manage their child’s mental health
issues on their own. When examining barriers to help-seeking across informal sources
and the self-report of young people, findings are mixed. Michelmore and Hindley
(2012) reported low levels of endorsement by young people for barriers such as lack of
services and resources. Conversely, Rowe et al., (2014) found that not knowing where
to obtain help was also identified as a barrier by young people to accessing care.
Beyond issues of access to care, Michelmore and Hindley (2012) identified two
attitudinal barriers to help-seeking that appeared to impede young people’s helpseeking intentions: expectations of self-reliance and coping without help, as well as the
perception that self-harm is not serious, and that help is not useful. In addition to not
knowing where help could be obtained, Rowe et al. (2014) reported that not knowing
what to expect from help-providers was another barrier to young people’s help-seeking
for their self-harm.
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In Rickwood and colleagues’ (2005) review, the authors identified several
barriers that contribute young people’s help-seeking for mental health problems,
including lack of emotional competence, and negative attitudes and beliefs regarding
seeking professional help. Emotional competence was defined as an awareness one’s
internal experience, alongside the capacity and language to express this to others
(Rickwood et al, 2005). Low emotional competence was found to be associated with
reduced help-seeking, whilst the converse was true for those with high emotional
intelligence (Rickwood et al., 2005). This finding is important for two reasons. Firstly,
it suggests that interventions aimed at increasing emotional intelligence may assist in
increasing the help-seeking behaviour of young people directly. Secondly, this finding
is of particular interest in the context of self-harm behaviour. Across the self-harm
literature it is acknowledged that for a significant subset of people who self-harm, selfharm has an interpersonal function that is commonly understood to serve a
communicative function (Prinstein et al., 2009). That is, those who self-harm for
interpersonal reasons may do so in part due to deficits in their ability to communicate
about their internal experience which is a component of emotional competence. This
suggests that those who endorse interpersonal functions of self-harm are likely to
experience barriers to help seeking particularly when communicating. Those with low
emotional competence may be at greater risk of self-harm because they use this as a
way of not only managing negative affect but to also communicating their need for
help. This is because they lack the requisite emotional competency skills to be able to
more appropriately communicate how they are feeling to others. Under such
circumstances they are likely to endorse interpersonal functions of self-harm. This is
especially concerning in light of findings that suggest that when self-harm is perceived
to be interpersonally motivated, it is perceived as less serious, and engenders more
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dismissive responses from others (Knowles et al., (2013).
Negative attitudes and beliefs towards help-seeking (such as expectations that
they will not be taken seriously, or that professional help will not be useful) are
identified as a significant barrier to help-seeking for mental health problems, and
coincide with the barriers identified by young people who self-harm (Michelmore &
Hindley, 2012; Rickwood et al., 2005; Rowe et al., 2014). In a meta-analysis of 19
studies examining the relationship between attitudes towards seeking psychological
help and various psychological variables, self-stigma (beliefs about oneself as being
socially unacceptable) exhibited the strongest relationship with negative help-seeking
attitudes ( r = -.63, p > .001), public stigma (i.e. the perceptions of a group or society
towards an individual as socially unacceptable) was moderately correlated with
negative help-seeking attitudes (r = -.24, p < .001) (Nam, et al., 2013). In this context,
the authors argued that stigmatising attitudes towards seeking professional help, related
to both the perceptions of the individual and the perceptions of others, were associated
with avoidant relationships with help-seeking (Nam et al., 2013).
Nam and colleagues (2013) identified social support as having a small but
significant relationship with positive attitudes towards seeking professional help (r =
.13, p < .001), which the authors suggest predict an approach relationship with helpseeking. These findings align with the broader help-seeking literature supporting a
strong relationship between general attitudes towards seeking help, and self-reported
help-seeking intentions Deane & Todd, 1996; Wilson et al., 2005). Further to this,
Rickwood and colleagues (2005; 2015) point to the positive influence that social
influences can have in facilitating help-seeking behaviour.
In their review of the help-seeking literature, Rickwood et al. (2005) discuss the
emergence of gatekeepers to mental health care as key social influences on help10

seeking for young people. In the mental health context, gatekeepers are those
individuals in the community that are in a position to identify those in need of support
and facilitate access to appropriate levels of care (Burnette et al., 2015; Lipson, 2014).
For young people experiencing mental health problems such as self-harm, professionals
they come into regular contact with such as teachers, school counsellors, and general
practitioners can act as gatekeepers in facilitating access to appropriate professional
support for young people experiencing mental health problems. As noted earlier, a
barrier to help-seeking identified by both young people and their parents relates to a
lack of awareness of how to obtain appropriate supports. This finding emphasises the
important role of gatekeepers in facilitating pathways to care.
1.4
1.4.1

Help-Provision And Self-Harm
Gatekeepers of help-provision for young people
Research has highlighted the importance of an across-setting approach to

interventions to address mental health problems that includes relevant health,
community, and education service providers (Kern et al., 2017; Robinson, et al, 2016).
Such approaches have been addressed through initiatives such as School Link (NSW
Ministry of Mental Health, 2015; Salmon & Kirby, 2008). School Link is one example
of a collaboration between the Department of Education and the Department of Health
(in New South Wales, Australia) that aims to facilitate a partnership between mental
health professionals, educators, young people, and their families, to support early
identification and intervention opportunities with an aim to increase access to specialist
mental health services for young people.
Increasingly, schools are identified as appropriate gateways, or referral
pathways, that can either facilitate or impede young people’s access (e.g. via
identification and referral provision) to specialist mental health providers (Evans &
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Hurrell, 2016; Gulliver, et al., 2010; Lewis et al., 2020). Importantly, schools have been
identified by young people themselves (both who have engaged in self-harm or have
friendships with a peer who self-harms) as preferred settings for support (Fortune et al.,
2008). In a survey of 2,954 students aged 15-16 across 41 secondary schools,
adolescents viewed greater supports in schools including support from teachers, as
important for preventing self-harm (Fortune et al., 2008).
Within school communities, teachers, school-counsellors, and professional staff
are recognised as appropriate gatekeepers for access to mental health supports (Luthar
& Mendes, 2020; Mo et al., 2018). In addition to being a central institution for access to
specialist services, schools are also increasingly becoming providers of informal mental
health services (Hopkins, 2014; Kern et al., 2017; NSW Ministry of Mental Health,
2015; Rones & Hoagwood, 2000).Young people are more likely to approach or disclose
their self-harm to informal sources such as peers and family members, or to be
approached by known gatekeepers such as school teachers who then help connect them
with professional helpers such as school counsellors (Robinson et al., 2016; Rowe et
al., 2014). In a study that surveyed 134 parents accompanying their adolescent child to
public sector Child and Family Mental Health Services in Australia, approximately one
quarter of parents indicated that their young person’s mental health problems were first
identified by school personnel (Iskra, et al., 2015). The ability of teachers and school
counsellors to identify young people who are at risk of mental health problems and selfharm is an essential component in getting young people the help they need. However,
in identifying young people who require assistance, there may be beliefs and attitudes
that are potential barriers to enacting gatekeeper responding (Hatton et al., 2017).
1.4.2

Gatekeeper Appraisals and Help-Provision
The research into the efficacy of gatekeeper programs and campaigns in general,
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and specifically targeting self-harm in schools is relatively sparse (Best, 2006;
Robinson et al., 2016). The World Health Organisation’s scoping review of schoolbased interventions found school-based interventions to have some efficacy in
improving staff attitudes and knowledge of student suicide behaviour, however the
review noted that these conclusions were based on low quality evidence due to the
scarcity of available studies (WHO, 2015).
Gatekeeper models have, to date, provided a promising avenue for early
intervention in suicidal behaviour identified in school settings, but they require further
development. Wyman et al. (2008) conducted an RCT of 32 schools examining the
efficacy of gatekeeper programs targeting identification and referral for suicidal
behaviour. Their findings indicated that gatekeeper training alone was insufficient to
increase gatekeeper behaviour. In a review of the empirical school-based gatekeeper
literature for suicidal behaviour gatekeeper programs were found to effectively improve
staff gatekeeper knowledge and self-efficacy skills, however the findings regarding
programs’ effectiveness at improving gatekeeper attitudes and behaviour were less
clear (Mo et al., 2018).
There is less gatekeeper research specific to self-harm. An exception is a
training program developed for school welfare staff to better manage self-harm in
young people (Robinson et al. 2008). The training included components targeting
knowledge, attitudes, and interventions for young people who self-harm. The results
were promising with post-training improvement in confidence, perceived skill, and
knowledge about self-harm, but no significant improvement in staff attitudes. At a 6month follow-up, participants’ gains in confidence and perceived skill were maintained,
but staff knowledge of self-harm was less stable, in that for some participants (26%),
knowledge had reduced between post-training and follow-up, and for others (70%) it
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had increased. Perceived effectiveness. It was also noted that staff participants had high
levels of anxiety during the training (Robinson et al., 2008).
These findings provide preliminary support for the utility of training
interventions for school staff in improving confidence and perceived skill in responding
to young people who self-harm. However there remains a gap within the literature
between studies that examine staff attitudes and knowledge about self-harm behaviour,
and their perceived capacity and willingness to perform gatekeeper roles for young
people who self-harm. Finally, these studies demonstrate an ongoing gap in the
translation from training goals (improved staff attitudes and stronger endorsement of
positive gatekeeper attributes), into help-provision behaviour. These findings also
reinforce the need to better understand gatekeeper factors that might influence whether
young people who self-harm access appropriate professional services.
1.4.3

Attitudes Towards Young People who Self-Harm in School Settings
The literature examining staff attitudes to self-harm has continued to develop

rapidly in recent years. Negative attitudes of school staff towards young people who
self-harm are crucial to address for two reasons. Firstly, it has been widely
demonstrated across professional health settings including emergency medical settings,
child and adolescent mental health teams, and justice settings, that staff attitudes
towards young people who self-harm likely impact on the care the young people
receive (Brener et al., 2013; Emerson, 2010; Hawton et al., 2020; Karman et al., 2015;
Knowles et al., 2013; Saunders et al., 2012). Secondly, these findings coincide with
experiences reported by young people who self-harm, who report that such attitudes
and responses contribute to their distress and reduce likelihood of future help-seeking
(Brown & Kimball, 2013; Klineberg et al., 2013; Long, 2018; Michelmore & Hindley,
2012; Mitten et al., 2016; Saunders et al., 2012). Various studies indicate staff hold a
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mixture of both positive and negative attitudes towards young people who self-harm
(Berger et al., 2014; 2015; Best, 2006; Carlson et al., 2005 Crawford et al., 2003; Heath
et al, 2011; Toste & Heath, 2010).
Timson and colleagues (2012) compared the attitudes of 120 staff members
towards self-harm behaviour across three settings including a Secondary School, a
Child and Adolescent Mental Health Service (CAMHS), and an Accident and
Emergency Department (A&E). Teachers obtained the lowest scores for knowledge of
adolescent self-harm and reported significantly lower perceived effectiveness in
managing self-harm behaviour. For teachers, higher knowledge of self-harm was
associated with lower negativity, and higher knowledge was related to increased
perceptions of effectiveness in managing adolescent self-harm behaviour (Timson et
al., 2012). In a study of 76 professional health staff, those who felt they had less
propensity to help also reported greater worry and negativity towards their patients
(Wheatley & Austin-Payne, 2009). Such findings are notable when considered in the
context of a consensus among school staff that they feel under-equipped to respond to
young people who self-harm (Berger et al., 2014; 2015; Best, 2006; De Riggi et al.,
2016; Heath et al., 2011).
Findings regarding the accuracy of staff knowledge about self-harm are also
mixed. A survey of 126 health professionals working with adolescents who self-harm
found that knowledge regarding self-harm was only 60% accurate (Crawford et al.,
2003). One-third of these respondents were not aware that young people who self-harm
are at an increased risk of suicide. Inaccurate information about self-harm function may
contribute to ineffective gatekeeper responses. Lewis and colleagues (2020) argue that
lack of knowledge regarding the nature of self-harm can result in a range of
inappropriate responses to disclosures and missed opportunities to facilitate access to
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appropriate supports. Traditional approaches to the measurement of knowledge about
self-harm typically involves deriving true and false statements about self-harm
behaviour that reflect the current self-harm literature (Crawford et al., 2003, Jeffery &
Warm, 2002). Whilst this approach allows for continual modification of measures that
reflect up-to-date knowledge, it does raise problems for comparability across studies.
In a conceptual review of the factors that contribute to discriminatory responses
to self-harm behaviour, Staniland et al., (2021) outlined the construct of origin
perceptions, defined as how or why a behaviour originated. The authors suggest that
such perceptions contribute both negative attitudes towards self-harm and negative
stereotypes such as equating self-harm with ‘attention-seeking’. The authors make a
strong conceptual case for future research examining responses to self-harm behaviour
to explore the influence of perceptions of origin. The functions of self-harm have been
investigated substantially amongst samples who have engaged in self-harm.
Comparatively few studies have investigated what the functions of self-harm are
perceived to be by others, and how these perceptions influence help-provision
responses (Rana, 2019).
1.4.4

Perceived Function and Help-Provision
Klonsky (2007) made strong recommendations to extend future research beyond

those who self-harm, to obtain information from peers or family members of those who
self-harm. Understanding the role, beliefs, and attitudes of peers and family members is
important, given findings suggesting that they are the preferred source of support for
young people that self-harm over and above that of traditional professional sources of
help (Evans, et al., 2005; Michelmore & Hindley; 2012; Whitock, et al., 2006).
Qualitative studies examining parental responses to disclosures of self-harm indicate
that disclosures of self-harm in young people elicit strong negative affective responses
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from parents (Hughes et al., 2017; Ferrey et al., 2016; Krysinksa et al., 2020). Staniland
et al., (2021) discuss the ways in which self-harm can disrupt interpersonal
relationships. In particular, the authors outline how strong negative affect stemming
from concern for a child, can result in parents either expressing strong negative affect
towards the child directly, or by responding in overly restrictive ways (Staniland et al.,
2021). Q-sort methodology has been utilized to better understand the perceptions of
self-harm of parents and CAMHS staff (Rana, 2019). Similar to the self-report of those
who self-harm, Rana (2019) confirmed the two-factor delineation between
interpersonal and intrapersonal functions of self-harm by parents and staff.
In a series of focus groups and interviews investigating self-harm discourse
amongst young people, Scourfield et al. (2011) described a dualism in the young
people’s construction of self-harm that delineated between self-harm being ‘authentic’
as private, and corresponding to ‘real’ distress, and ‘inauthentic’ self-harm as public
attempts to seek attention. This finding aligns with other qualitative reports of the peers
of young people who self-harm, that characterize their peers who self-harm as
‘attention-seeking’ (Klineberg, et al., 2013). It is unclear how factors such as anxiety
about self-harm and perceived attention seeking might influence others in facilitating
help seeking of young people who self-harm. There may be beliefs and attitudes
associated with such perspectives that are potential barriers to the gatekeeper role
(Hatton et al., 2017). For instance, it has been found that mental health professionals
hold a combination of positive and negative attitudes towards people who self-harm. A
survey of 195 hospital staff found that 51% agreed that “Patients use self-harm as a way
to get sympathy and/or attention” (Gibb et al., 2010, p. 716). Such beliefs about the
function of self-harm can be problematic if they result in a dismissive response from
gatekeepers. Causal attributions (such as the function of a behaviour) can affect beliefs
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and affective responses towards others, resulting in stigmatising responses including
rejecting and avoidance behaviours, and withholding of help (Corrigan et al., 2003).
Public stigma (i.e. the discriminatory beliefs, feelings and behaviours others
direct towards an individual) has also emerged as a discrete inhibiter of helping
intentions towards others (Law et al., 2009; Link & Phelan, 2006; Penn & Wykes,
2003; Staniland et al., 2021; Yap et al., 2013). Therefore the following sections will
focus on the relationship between each of these variables in the context of self-harm
and helping intentions.
The extant literature has a well-developed understanding of the functions of
self-harm endorsed by individuals who engage in self-harm, and a broadening
understanding of how these underlying functions influence an individual’s help-seeking
behaviour. In contrast, there are comparatively few studies that examine what others
understand of the function of self-harm behaviour, and how this understanding
influences attitudes and behaviour in response to self-harm from others (Cipriano et al.,
2017; Klonsky, 2007). Furthermore, studies that do examine the perceptions of others
largely tend to examine the accuracy of those perceptions, rather than the influence of
such perceptions on their behaviour (Long et al., 2013).
In an examination of the theoretical underpinnings of stigma, Link and
colleagues (2004) highlighted the ways in which the perceptions of others influence
their discriminatory/stigmatising responses to a stigmatised other. Of particular
importance when considering how the perceived function of self-harm might elicit
discriminatory responses is the concept of ‘origin’ which refers to how the subject of
stigma (e.g. self-harm behaviour) came into being (Link et al, 2004; Staniland et al,
2021). Link et al. outline that details of ‘origin’ influence attributions about personal
responsibility or blame, and that greater blame is likely to elicit more negative
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perceptions and/or discriminatory responding to the stigmatised behaviour. Staniland et
al. (2021) argue that perceptions of origin in part elicit attributions of blame because
self-harm behaviour is a volitional act, and therefore infers to the perceiver a level of
controllability. Link et al., (2004) also identified ‘labelling’ and ‘stereotyping’ as two
salient processes of stigma responses. The authors couched stigmatic responses within
social discrimination processes, wherein ‘labels’ are applied to selected salient
characteristics. In the case of self-harm behaviour, one such label might pertain to the
function of self-harm (e.g., that it is socially motivated). They further outlined that the
process of stereotyping occurs when these labels are used for social discrimination
purposes via the linking of the labelled characteristic to other undesirable
characteristics in the minds of others (e.g. attention-seeking, manipulativeness etc.).
In the context of self-harm behaviour, Staniland et al. (2021), suggest that
individuals use such cues that infer the origin or motivation of self-harm (e.g. that the
behaviour is socially motivated), and that the use of these cues can result in differential
responses to self-harm behaviour. Supporting this view, a qualitative study of justice
staff regarding their perceptions of young offenders’ self-harm staff held dismissive
attitudes towards the self-harm behaviour when it was perceived to be socially
motivated (Knowles et al., 2013). Respondents linked socially motivated self-harm
behaviour with less perceived emotional distress than self-harm behaviour that was
perceived to be internally motivated. Staff showed a thorough understanding of the
intrapersonal functions of self-harm, which they endorsed as genuine functions selfharm, whereas they understood interpersonal functions as manipulative and attentionseeking. Further greater stigmatic responses were found for individuals whose selfharm behaviour appeared to be socially motivated. Participants also reported greater
concerns and intentions to provide support to the young people whose self-harm
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behaviour they believed to be intrapersonally-motivated (Knowles et al., 2013).
This stereotypical perception of self-harm as attention-seeking, and the
association between this perception and lower estimations of seriousness was evident
across multiple studies involving a range of healthcare professionals (Emerson, 2010;
Hadfield, et al., 2009; Long et al., 2013). Further to this, multiple studies have found
that attributions made about the motivations for self-harm behaviour (e.g., socially vs.
internally motivated) inform assessments of risk and seriousness, and shape teachers’
responses to self-harm behaviour (Carlson et al., 2005; Heath et al., 2011; Knowles et
al., 2013; Newton & Bale, 2012). For example, in a sample of teachers across three
high schools, 63% endorsed adolescent self-harm as ‘attention-seeking’, and 57% of
participants endorsed adolescent self-harm behaviour as a ‘minor problem’ (Carlson et
al., 2005, p. 26). These findings are alarming when considering the reported reduction
in responsiveness to individuals whose self-harm is labelled as manipulative, and when
there is evidence to suggest that socially-motivated self-harm behaviour can and does
occur when risk of suicide is high, and is not isolated to self-harm behaviour in low-risk
populations (Dear, et al., 2000; Nock & Prinstein, 2005). Staniland et al. (2021)
suggest that whilst all self-harm likely elicits public-stigma responding, stigmatising
responses may vary in relation to perceptions of concealability. That is, self-harm
behaviour is typically understood to be concealable, so in circumstances where selfharm is visible this likely to elicit greater assumptions of ‘attention-seeking’. This
suggestion is supported by qualitative accounts of peer responses to self-harm
(Klineberg et al., 2013; Scourfield et al., 2011). For instance Klineberg et al.’s
participants described self-harm as “attention-seeking” when it was not concealed (p.7).
In Scourfield et al.’s study, self-harm that was concealed was understood by
participants as reflecting emotional pain, whereas visible self-harm was described as
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“attention-seeking” or to “show off” (p.781). (Lloyd et al.’s (2018) findings also lend
empirical support to this account. The authors presented participants with vignettes of a
person who had self-harmed, and either (i) specified that the self-harm was visible, and
that they had disclosed their self-harm to a peer, or (ii) specified that the self-harm was
hidden and remained undisclosed to another. The authors found greater attributions of
blame, reduced willingness to help, and perceived manipulativeness when the vignette
depicted self-harm that was displayed and disclosed.
Whilst there is preliminary evidence to suggest that the perceived function of
self-harm behaviour influences helping intentions and behaviours, these findings are far
from conclusive. A point needing clarification of the research in this area is the lack of
comparability between measures of the attributions of others, with the self-reported
attributions of young people who self-harm. Furthermore, there are some findings to
suggest that the perceptions of the public may be different to the perceptions of health
professionals as to the functions of self-harm behaviour (Newton & Bale, 2012).
Therefore, further investigation is required to understand the perceptions of self-harm
behaviour, how these compare to the self-report of those who self-harm, and how these
perceptions influence help-provision.
1.4.5

Stigma and Help-Provision
Stigma is an attribute applied to an individual or group through the process of

negative evaluations and stereotypes, resulting in the devaluation of their identity
within their social context (Major & O’Brien, 2005). Corrigan (2004) suggested that
stigma is implicated in the disparity between people who require mental health support,
and those who receive it. Corrigan broadly distinguished between two types of stigma:
self-stigma and public stigma. Self-stigma is defined as the “perception held by the
individual that they are socially unacceptable” (Nam et al., 2013, p. 40), whereas public
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stigma is defined as “the perception held by a group or society that an individual is
socially unacceptable” (Nam, et al., 2013, p. 40). Thus, public stigma has emerged as
an important construct when examining the responses of others towards self-harm
behaviour including help provision and discriminatory responses. Research in this
thesis will examine what variables influence help-provision for those who self-harm.
Therefore, going forward, discussion of ‘stigma’ throughout this thesis will pertain
specifically to public-stigma (unless otherwise specified). In Corrigan et al.’s (2003)
attribution model of public stigma towards people with mental illness, the authors argue
that public stigma mediates individuals’ responses to a hypothetical other on a
continuum from discriminatory behaviour (in a context of high levels of public stigma)
to helping behaviour (in a context of lower public stigma).
1.5

Measuring Public Stigma
Corrigan and Shapiro (2010) outlined five domains of public stigma measures

and assessment: behaviour, penetration via the media, attitudes and emotions,
knowledge and mental health literacy, and physiological and informational processes.
The behavioural domain refers to the measurement of two opposing behaviours relating
to public stigma towards an individual: discriminatory behaviour involving coercion
and segregation, and affirming behaviour involving the provision of support and
opportunity. The behavioural domain is argued to hold the greatest importance for
stigma-change research, given its direct impact on the target of change, public stigma
behaviour towards others (i.e., discrimination versus support). The behavioural
measurement of public stigma can include direct observation, or retrospective selfreport. This domain, (especially direct observation) has high face validity, however it
can require additional resources that make it impractical in some settings. One
disadvantage to using self-report data within the behavioural domain identified by the
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authors is the potential increase of social desirability. This can result in inaccurate
reporting of past behaviour, or over-estimation of positive behavioural intentions.
The penetration domain refers to the use of public communication mediums
such as advertisements, to communicate a specific message, and then measure
participant’s recollection of the medium and message. Whilst this domain potentially
holds the broadest potential impact for anti-stigma communication, compared to the
behavioural domain, it is likely to have a more diluted effect on behaviour. Beyond this,
penetration is the most expensive mode of assessment, making it one of the least
preferred methods of measurement. Attitudes and emotions form the basis of the most
commonly-used public stigma measures due to their ease of development,
administration, and dissemination, as well as good face validity and reliability.
The attitudes and emotions domain refers to the measurement of self-reported
attitudes and stereotypes, affective responses and self-reported behavioural intentions.
Measurements within this domain often utilise written vignettes, and measure responses
to ensuing questions that elicit attitudes, stereotypes and emotional responses to the
vignettes (Corrigan et al., 2003). Corrigan and Shapiro (2010) highlight that the
disadvantage of this domain lies in its susceptibility to social desirability. This approach
is also susceptible to the criticism of assuming behavioural intentions translate directly
into behaviour, when the connection is potentially unclear (Webb & Sheeram, 2006).
Measurement in the attitudes and emotions domain is widely prevalent in the stigma
literature due to the ease of developing and disseminating measures that are easy to
administer and that tend to have good reliability and construct validity (Corrigan &
Shapiro, 2010). Further to this, the authors point out that whilst stigmatising attitudes
are undesirable, these aspects of this domain hold less social validity as it is
discriminatory behaviour that is problematic when considering public stigma, over and
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above attitudes.
The domain of knowledge and mental health literacy targets assessment of the
knowledge individuals hold about the object of stigma. Research within this domain is
useful in assessing the impact of educational programs that may facilitate future helpseeking behaviour. Corrigan and Shapiro (2010) argue that there is no clear direct
impact of knowledge on stigmatising attitudes and behaviours, and support for
educational effects are limited.
The final domain outlined by Corrigan and Shapiro is physiological and
information processes. This domain includes measuring differences in physiological
reactions to, and recollection of, social information about a hypothetical other as the
object of stigmatisation. It also includes psychophysical measures of responses to a
hypothetical other as the object of stigmatisation. This domain attempts to capture
implicit and explicit information processing. The strengths of measures within this
domain lie in the reduced susceptibility to social desirability, and their capacity to be
used to triangulate self-report and knowledge data. Limitations for measures within this
domain include the reliance on special equipment that can be expensive, and the
requirement of specialist skills to administer.
1.5.1

The Attribution Model of Public Stigma
Broadly, Corrigan et al.’s (2003) model outlined the relationship between causal

attributions such as controllability and responsibility, and other salient variables
including familiarity with mental health, perceived dangerousness, affective responses
including pity, fear and anger, and their relationship to rejecting or helping responses.
Central to this model are attributional processes, and the effects of familiarity with the
stigmatised object (mental illness). Corrigan et al. posit that individuals make
attributions about the cause of an individuals’ behaviour, and that these attributions are
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intimately linked with cognitive responses, such as eliciting an existing stereotype
about that behaviour. For example attributions about how controllable a behaviour is
(e.g. self-harm that is socially motivated), are often tied to existing discriminatory
attitudes about people or groups (e.g. that self-harm is attention-seeking or
manipulative). From these attributions, individuals make decisions about the personal
responsibility / blame for that behaviour. The authors then posit that this perception of
responsibility prompts affective responses to the behaviour such as increased anger and
fear and decreased sympathy. These affective responses in turn influence the
individual’s behaviour in terms of reduced helping or increased coercive / segregative
behaviour. In outlining their model, the authors indicate that personal responsibility at
least partially mediates the effect of controllability on discriminatory responses, and
that emotional responses at least partially mediate the effect of personal responsibility
beliefs on behavioural responses (see Figure 1.1).
Corrigan et al. (2003) highlighted two competing hypotheses in the public
stigma literature regarding the relationship between dangerousness and discriminatory
responses that the AQ model is able to test. These are referred to as the ‘attribution
hypothesis’ and the ‘danger-appraisal hypothesis’.
The ‘attribution hypothesis’ specifies that the relationship between
dangerousness and discriminatory responses are mediated by personal responsibility
beliefs. Conversely, the ‘danger-appraisal hypothesis’ specifies that dangerousness is
not mediated by personal responsibility beliefs, but rather it is mediated through fear
responses.
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Figure 1.1
Model of attribution and danger appraisal processes in Public Stigma of mental illness, adapted
from Corrigan et al. (2003).
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Corrigan and colleagues (2003) utilized vignettes of a hypothetical individual that
varied in the contextual information provided regarding the controllability and
dangerousness of their condition. They found support for this model showing increased
discriminatory responses when the onset of mental illness is perceived to be under
one’s control, or when they are perceived to be dangerous. The authors also
demonstrated that their model was able to reveal the mechanisms underlying stigmatic
responding through the mediating effects of personal responsibility beliefs and
emotional responses. Corrigan and colleagues found support for personal responsibility
beliefs partially accounting for the effect dangerousness on discriminatory responses.
However the strength of fear as a predictor in discriminatory responses gave greater
weight to the ‘danger-appraisal- hypothesis. Staniland et al., (2021) argue that
perceptions of danger present a dual relationship regarding stigmatising responses to
self-harm. When self-harm is perceived to be more dangerous, this likely increases
stigmatising responses via fear and avoidance behaviour. Conversely, when self-harm
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is perceived to be less dangerous, this may be associated with beliefs undermining the
seriousness of the behaviour, thus resulting in stigmatising responses via reduction in
help-provision (Staniland et al., 2021). Familiarity with mental illness has also been
associated with emotional responses and decreased discriminatory responses.
Specifically, greater familiarity was associated with greater sympathy, less anger and
fear, and greater helping intentions (Corrigan et al. 2003).
Law et al. (2009) applied Corrigan et al.’s (2003) model of public stigma to
investigate the differences between how healthcare and non-healthcare students
perceive and respond to adolescent self-harm behaviour. Using the same hypothetical
vignette methodology as Corrigan et al. the authors manipulated controllability
attributes across vignettes. Differences in behavioural intentions and stigmatic
responses to self-harm were assessed between an internal-controllability attribution
condition (drug misuse), or an external-controllability attribution condition (abuse)
(Law et al., 2009). In line with the model’s predictions, the findings indicated that when
the behaviour had an internal causal attribution, the behaviour was perceived as having
greater controllability, and thus students reported a belief that the hypothetical
individual held greater responsibility for their behaviour. Students who felt that the
hypothetical other had greater responsibility for their self-harm, reported increased
feelings of anger towards them, which was in turn associated with an increased
perception of the self-harm behaviour as manipulative. They also reported less
willingness to help the hypothetical other (Law et al., 2009). These findings taken
together with the qualitative research surrounding the impact of the perceived function
of self-harm behaviour on those exposed to the behaviour, suggest a pathway for the
examination of the influence of perceived functions of self-harm on helping and
discriminatory responses through the application of the attribution model.
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1.6

Methodological Considerations: Shared Method Variance
Corrigan and Shapiro (2010) recommended that future stigma research aim to

expand upon its use of predominantly attitudinal measures. To do this, the authors
suggested consideration of obtaining information from multiple measurement domains,
with particular emphasis on behavioural methods, including alternate approaches to
measuring behavioural intentions. This is important for two reasons; firstly as the
authors noted, of the various measureable domains of stigma, stigmatising behaviour is
ultimately the target of change, and has the most immediate and salient consequences.
Secondly, a major concern with the reliance upon self-report data exclusively, is that of
shared method variance (Orth, 2013). Shared method variance relates to variance that is
attributable to the measurement method instead of the variable of interest being
measured (Podsakoff, et al., 2003). The authors argue that shared method variance has
the ability to significantly distort observed relationships due to measurement error. The
authors give the example that in the context of two attitude measures with a true perfect
correlation, shared method variance can reduce the observed correlation between these
variables from 1.00 to .52, and the variance explained to .27. Conversely, the authors
note that in the context of zero correlation between two variables, shared method
variance can increase this to an observed correlation of .23, due to random and
systematic measurement error, thus ascribing a meaningful contribution to the
observable results as measurement error alone. Shared method variance is especially
problematic when data is obtained for both the predictor and criterion variables from
the same participant, in the same context, using the same medium for responses
(Podsakoff, et al., 2003). Therefore, a major criticism acknowledged within the stigma
and help-seeking literature, is the tendency to utilise only attitudinal self-report data.
Aside from statistical attempts to control for shared method variance, the use of
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alternate methods of measurement can reduce the impact of this problem (Podsakoff et
al., 2003). The authors suggest that where possible, predictor and criterion variable data
should be obtained using different methods of measurement. In consideration of these
limitations, an experimental approach using a behavioural task paradigm has been
developed to assess help-seeking and help-provision responses to self-harm behaviour
(Turner et al., 2021). This task draws from Biddle et al.’s (2007) Cycle of Avoidance, a
model that seeks to explain the dynamic shift in the threshold of distress/severity
tolerated prior to seeking help, borne out of reluctance to accept the reality of mental
illness. Biddle and Gowan (2009) identify stigma as a key factor that contributes to the
increase of avoidance and subsequent distress threshold required to acknowledge
psychological distress as ‘real’. The behavioural task approach (Turner et al., 2021)
shows promise in allowing closer approximations to the desired helping behaviour than
previous self-report intentional measures, as well as offering a more nuanced approach
to examining help-provision based in psychophysiological decision-making
methodology. Falling within the ‘physiological and information processes’
measurement domain (Corrigan & Shapiro, 2010), Turner et al.’s (2021) approach also
has the potential to reduce the impact of shared method variance by using a different
measure of the criterion variable (help-provision), to that of the predictor (self-reported
attitudes). In a study comparing explicit and implicit attitudes towards people with
stigmatised illnesses and the healthcare they received it was found that whilst
participants reported overall positive attitudes towards individuals with stigmatised
illnesses, their implicit attitudes revealed contrasting negative attitudes (Brener et al.,
2013). Additionally, the authors also demonstrated that whilst both implicit and explicit
attitudes predicted negative affective responses, only implicit attitudes were related to
helping intentions. These finding highlighted the importance of addressing both implicit
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and explicit attitudes.
1.7

SUMMARY
Prevalence rates of self-harm in Australia and globally have remained

concerningly high for many years. Whilst self-harm is acknowledged to be a discrete
phenomenon to suicidal behaviour, it’s prevalence amongst young people, inherent
risks, and associations with suicidal behaviour make it clear that early identification and
intervention strategies are essential. In addition to increasing help-seeking behaviour,
effective early interventions for young people who self-harm are increasingly looking
to activate appropriate gatekeepers to facilitate access to mental-health interventions.
School staff, especially teachers and school counsellors are considered well-placed to
act as gatekeepers for young people who self-harm as schools continue to evolve to be
key referral sources for child and adolescent mental health services. Gatekeeper
programs for self-harm in school settings are in their infancy and whilst the findings are
promising, support for their effectiveness is limited and indicate that further
understanding of the mechanisms underlying the response to young peoples’ self-harm
behaviour is required. Key variables that likely influence responses to self-harm
behaviour include stigmatic cognitive, emotional and behavioural responses, preexisting beliefs about the functions of self-harm, staff attitudes, knowledge, and selfappraisals of gatekeeper attributes. This thesis will examine these variables in the
context of responses to young peoples’ self-harm behaviour, whilst also addressing a
number of methodological issues apparent in the broader self-harm literature.
The first study will examine the functions of self-harm behaviour endorsed by a
sample of pre-service teachers and school counsellors, and undergraduate students, and
contrast these with archival data specifying the functions endorsed by a youth sample
receiving treatment from a suicide prevention service. The second study will explore
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the interaction between attitudes about self-harm, gatekeeper self-appraisals, and
contextual motivational cues, on helping and stigmatising cognitive, emotional, and
behavioural responses to self-harm vignettes, in a sample of pre-service teachers. The
third study will investigate the relationships between pre-existing beliefs about the
functions of self-harm, contextual motivational cues and stigmatising cognitive,
emotional, and behavioural responses to self-harm vignettes in a university student
sample. This study will also test the utility of a novel helping threshold measure
(Turner et al., 2021) as an alternate response format, to address the methodological
issues outlined in earlier research. Specific aims and hypotheses are outlined in each of
the study chapters that follow.
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STUDY 1 - ATTRIBUTIONS ABOUT SELF-HARM: A COMPARISON
BETWEEN YOUNG PEOPLE’S SELF-REPORT AND THE FUNCTIONS
ASCRIBED BY PRESERVICE TEACHERS AND SCHOOL COUNSELLORS

This chapter has been published as a paper in the Journal of Psychologists and Counsellors in
Schools. Minor modifications to the published paper were made to adapt to the thesis review
process.

Dawson, K., Deane, F., & Miller, L. (2021). Attributions about self-harm: A comparison
between young people’s self-report and the functions ascribed by preservice teachers
and school counsellors. Journal of Psychologists and Counsellors in Schools, 1-10.
doi:10.1017/jgc.2021.31
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ABSTRACT
Globally, adolescent self-harm rates remain high, while help-seeking behaviour remains low.
School staff are in a position to facilitate access to appropriate care for young people who
self-harm (YPS-H), but little is known about gatekeepers’ attributions of self-harm or
whether these attributions influence the support they provide. This study investigates the
perceived functions of self-harm reported by potential gatekeepers and examines how these
compare to the self-reported functions of self-harm in young people; 386 students from
postgraduate teaching (n = 111), school counselling (n = 37), and undergraduate psychology
(n = 238) programs completed a survey regarding their beliefs about YPS-H, which included
the Inventory of Statements about Self-Harm. Responses were compared to those of 281
young people attending treatment at a suicide prevention program who completed the same
measure. Preservice teachers, school counsellors and psychology students endorsed all
functions of self-harm at a higher rate than treatment-seeking young people themselves. In
particular, they endorsed interpersonal functions to a greater extent than the clinical reference
group. The potential effect of greater endorsement of interpersonal influence as a function of
self-harm gatekeeper’s responding to YPS-H is discussed.
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2.1

INTRODUCTION

Self-harm rates among young people in Australia are high, with approximately one in
ten adolescents reporting that they have engaged in self-harm behaviour (Lawrence et al.,
2015; Wyman et al., 2008). Prevalence estimates from the second Australian Child and
Adolescent Survey of Mental Health and Wellbeing indicate that in any 12-month period, 8%
of all 12- to 17-year-olds report engaging in nonsuicidal self-injury, with this estimate
increasing with age to 11.6% in 16- to 17-year-olds (Zubrick et al., 2016). Lifetime
prevalence rates are 11.6% to 16.6% for young people aged 15 to 19 years, and 18.1% to
24.4% for young people aged 20 to 24 years (Martin et al., 2010). These rates are similar to
international findings (Lim et al., 2019; Muehlenkamp et al., 2012). A meta-analysis of
international data from articles published between 1989 to 2018 found that the aggregate
lifetime and 12-month prevalence of nonsuicidal self-injury in children and adolescents was
22.1% and 19.5% respectively (Lim et al., 2019). Not only are these young people at risk of
severe injury and accidental death, but continued engagement in self-harm is associated with
an increased acquired capacity to complete suicide (Grandclerc et al., 2016; Hawton et al.,
2020; van Orden et al., 2010; Zahl & Hawton, 2004). More specifically, it has been found
that “suicide risk increased further with multiple repeat episodes of deliberate self-harm”
(Zahl & Hawton, 2004, p. 70). Additionally, Gordon et al. (2010) found that repetition of
self-harm was associated with greater reports of self-harm’s reinforcing properties (e.g.,
emotional regulation, soothing, relief, and feeling calmer following self-harm). These
findings make it clear that early identification and intervention strategies are essential.
Substantial research has highlighted the importance of an across-setting approach to
intervention that includes relevant health, community and education service providers (Kern
et al., 2017; Robinson et al., 2016). These initiatives attempt to link and facilitate partnerships
between mental health professionals, educators, young people and their families (e.g., School
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Link; NSW Ministry of Mental Health, 2015; Salmon & Kirby, 2008). These programs
support early identification and intervention opportunities with the aim to increase access to
specialist mental health services for young people.
Schools are identified as key gateways or referral pathways that can either facilitate or
impede young people’s access to specialist mental health providers (Evans & Hurrell, 2016;
Gulliver et al., 2010; Lewis et al., 2020). Individuals who facilitate identification and referral
of young people into appropriate services are often referred to as gatekeepers. Gatekeepers
are typically individuals who routinely engage directly with community members as part of
their role or regular activities (Burnette et al., 2015). Within school communities, teachers,
school counsellors and professional staff are recognised as appropriate gatekeepers (Luthar &
Mendes, 2020; Mo et al., 2018). The capacity for school staff to serve as key facilitators of
access to mental health services was demonstrated in a study of 134 parents accompanying
their adolescent child to public sector Child and Family Mental Health Services in Australia.
Approximately one quarter of parents indicated that they were the first to notice their young
person’s mental health problems, but another 25% indicated that the problems were first
identified by school personnel (Iskra et al., 2015). School counsellors are a particularly
important link in the help-seeking process.
The ability of teachers and school counsellors to identify young people who are at risk
of mental health problems and self-harm is an essential component in getting them the help
they need. However, in identifying young people who require assistance, there may be beliefs
and attitudes that are potential barriers to the gatekeeper role (Hatton et al., 2017). For
instance, it has been found that mental health professionals hold a combination of positive
and negative attitudes towards people who self-harm. A survey of 195 hospital staff found
that 51% agreed that “Patients use self-harm as a way to get sympathy and/or attention’ (Gibb
et al., 2010, p. 716). Such beliefs about the function of self-harm can be problematic if they
35

result in a dismissive response from gatekeepers. Causal attributions (such as the function of
a behaviour) can affect beliefs and affective responses towards others, resulting in rejecting
behaviour such as avoidance and withholding of help (Corrigan et al., 2003). Further, Lewis
and colleagues (2020) argue that lack of knowledge regarding the nature of self-harm can
result in a range of inappropriate responses to disclosures and missed opportunities to
facilitate access to appropriate supports. There is a need to clarify how gatekeepers in schools
understand the different functions of self-harm (e.g., to regulate emotional distress or elicit
care from others; Cipriano et al., 2017; Klonsky, 2009) and how these perceptions align with
the reasons reported by young people who self-harm.
Inaccurate information about self-harm function may contribute to ineffective
gatekeeper responses. School staff who report poor knowledge of self-harm also tended to
report more negative feelings towards the young person and felt less effective in the
management of self-harm (Timson et al., 2012). These findings reinforce the need to better
understand gatekeeper factors that might influence whether young people who self-harm
access appropriate professional services. Multiple studies have found that attributions made
about the motivations for self-harm behaviour (e.g., socially vs. internally motivated) inform
assessments of risk and seriousness, and shape teachers’ responses to the self-harm behaviour
(Carlson et al., 2005; Heath et al., 2011; Knowles et al., 2013; Newton & Bale, 2012). For
example, in a sample of teachers across three high schools, 63% endorsed adolescent selfharm as ‘attention seeking’, and 57% of participants endorsed adolescent self-harm behaviour
as a ‘minor problem’ (Carlson et al., 2005, p. 26). Although numerous studies have found
that young people self-harm for a variety of reasons (Cipriano et al., 2017; Edmondson et al.,
2016; Klonsky, 2007; Nock & Prinstein, 2004), there is comparatively little information
regarding what reasons gatekeepers ascribe to self-harm behaviour. If staff believe self-harm
behaviour is ‘attention seeking’ (e.g., Carlson et al., 2005), there is a risk that such behaviour
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may not be viewed as requiring mental health service attention.
2.1.1

Aims
This study aims to determine the functions of self-harm endorsed by preservice

teachers, preservice school counsellors and psychology students and to compare these with
the functions endorsed by a sample of young people in treatment at an outpatient suicide
prevention service.
2.2
2.2.1

METHOD

Participants
All participants were recruited from the University of Wollongong, Australia. The

study was approved by the University of Wollongong Human Research Ethics Committee
(HE2016/042). Participants were chosen to reflect three distinct groups. Preservice teaching
and school counsellor students were included to reflect a sample about to begin their careers
as teachers and school counsellors. In terms of prior experience, participants from the
preservice teacher sample had completed a minimum of 560 hours of professional experience
(i.e., working directly in school environments in a supervised teaching role). Participants
from the preservice school counsellor students were accredited teachers pursuing a pathway
to school counsellor accreditation. These samples were selected since once employed they
will be potential gatekeepers for young people in schools. Given the recency of their training,
their responses provide access to a teacher and school-counsellor sample with the most up-todate training. Trainee teachers were invited to participate during their final semester’s
orientation week. Trainee school counsellors were invited to participate during their final
training workshop. Participation was voluntary and no incentives were provided.
Undergraduate students studying a first-year psychology unit were chosen as a convenience
comparison sample, allowing comparison of attitudes and beliefs between those with specific
teacher and school-counselling training and those without. Undergraduate psychology
37

students elected to participate in their study as a partial credit towards their course
requirements. Participants comprised 238 undergraduate psychology students, 111
postgraduate teaching students, and 37 school counsellor trainees. Table 2.1 contains the
demographic information for participants.
2.2.2

Design
The study was a cross-sectional, questionnaire-based survey. It compared the self-

report data of a clinical youth sample drawn from an archival data bank of young people
participating in an outpatient suicidal prevention program, with survey data of trainee
teachers, school counsellors and psychology students.
2.2.3

Measures

2.2.3.1 Inventory of Statements About Self-Injury (ISAS; Klonsky & Glenn, 2009).
The ISAS contains 39 items that represent 13 potential functions of self-harm: Affect
Regulation, Interpersonal Boundaries, Self-Punishment, Self-Care, AntiDissociation/Feeling- Generation, Anti-Suicide, Sensation-Seeking, Peer-Bonding,
Interpersonal Influence, Toughness, Marking Distress, Revenge, and Autonomy. Each
function is captured by three items rated on a 3-point scale as 0 (Not relevant), 1 (Somewhat
relevant), or 2 (Very relevant). Thus, cumulative scores for each function can range from 0 to
6. The 13 functions can further be collated into the two subgroups of intrapersonal (i.e., selfharm undertaken for reasons focused on the self, which includes functions such as affect
regulation and self-punishment) and interpersonal functions (i.e., self-harm undertaken for
reasons focused on the social environment, including functions such as interpersonal
influence and peer bonding), by averaging the scores from relevant subscales (Klonsky et al.,
2015). The two-factor structure of the ISAS has shown strong internal consistency across
studies with reported coefficient alphas for the intrapersonal and interpersonal scales being
.80 and .88 respectively (Klonsky & Glenn, 2009; Kortge et al., 2013). The ISAS function
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scales also have good test-retest reliability with a median correlation of .59 across the 13
individual functions, .60 for the intrapersonal scale, and .82 for the interpersonal scale (Glenn
& Klonsky, 2011; Klonsky & Glenn, 2009). Originally, the ISAS was designed for
participants who reported self-harm to endorse the functions of their own self-harm
behaviour. In the current study, participants were asked to respond to each item in relation to
their perceptions of others’ self-harm. The original version’s wording: ‘When I self-harm, I
am …’ was modified to ‘When others self-harm, they are …’. Reliability analyses were
conducted on the altered scales to assess for internal consistency. These analyses showed
acceptable internal reliability, with the overall scale having a Cronbach’s alpha of .92. The
two subscales of the ISAS (interpersonal and intrapersonal) also showed strong internal
consistency with Cronbach’s alphas of .90 for the interpersonal scale and .86 for the
intrapersonal scale.
2.2.4

Procedure
The study followed an approved ethics protocol that included anonymity and the right

to withdraw from the study at any time. Informed consent was obtained from all individual
participants included in the study. A total of 401 participants, aged between 18 and 51 years,
were invited to complete questionnaires regarding their beliefs and attitudes regarding
nonsuicidal self-harm behaviour. Participants from the undergraduate psychology sample
provided their responses via a computer survey in groups of 20 in a university laboratory
under supervision of the researcher. Participants from the preservice teacher and school
counsellor samples were invited to provide their responses via an online survey.
Fourteen (12.6%) students from the postgraduate teaching sample, and 1 (2.7%)
student from the preservice school counsellor sample started the survey but then discontinued
and their responses were subsequently removed from the analysis. Participant dropout in
online surveys is not uncommon, nor does the current dropout rate or profile exceed that of
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studies of similar length and response format (Hoerger, 2010). To compare the endorsements
of these participants with young people who self-harm, we utilised the responses from a
sample of 281 young people attending an outpatient suicide prevention program delivered by
a primary health organisation (Rankin, 2016). This sample was relevant in that it was derived
from a similar geographical area to the university participants (i.e., the Greater Sydney and
Illawarra area). Participants from this program were aged between 12 and 25 years (M=
16.95, SD = 2.80), and all had reported a current or historical experience of 10 or more
episodes of non-suicidal self-injury. Of these participants, 37.01% had reported at least one
historical suicide attempt.
2.2.5

Data Screening and Analysis
All analyses were conducted using IBM SPSS V 27 (IBM Corp., 2020). Participants

whose responses contained missing data were omitted from the analyses. There were no
univariate or multivariate outliers, and assumptions of normality, homogeneity of variancecovariance matrices, and linearity were satisfactory. A paired samples t test was conducted to
examine differences across groups between endorsement of intrapersonal versus interpersonal
functions of self-harm. To examine differences in endorsements between the three groups,
between groups analyses of variance (ANOVAs) were conducted. To examine the difference
between the self-reported endorsement of self-harm functions of the clinical sample, and
endorsements ascribed by the trainee teacher, school-counsellor, and psychology students, a
series of independent t tests were conducted based on summary data (i.e., mean, SD from
Rankin, 2016) and calculated using GraphPad QuickCals software.
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2.3

RESULTS

Table 2.1 contains demographic information across groups, including participants’
reported past help-seeking behaviour.
Table 0.1
Demographic information of participants
Pre-service
Teachers
97 (26.3%)
Age years

Sex

Help-seeking
(Past)

2.3.1

Pre-service School
Counsellors
36 (9.2%)

Undergraduate
Students
238 (64.5%)

18 - 24

68 (70.1)

0 (0)

213 (89.5)

25 - 34

19 (19.6)

20 (55.6)

15 (6.3)

35 - 44

7 (7.2)

12 (33.3)

8 (3.4)

44+

3 (3.1)

4 (11.1)

2 (0.8)

Female

68 (70.1)

30 (83.3)

167 (70.2)

Male

29 (29.9)

6 (16.7)

71 (29.8)

Yes

52 (53.6)

24 (66.7)

140 (58.8)

No

45 (46.4)

12 (33.3)

98 (41.2)

Perceived Functions of Self-Harm
Across the three groups (preservice teachers, school counsellors, and undergraduate

students), 99.7% of participants endorsed intrapersonal functions compared to 85.2%
endorsing interpersonal functions. A paired samples t test revealed that endorsement of
intrapersonal functions (M= 4.11, SD = 1.01) was significantly higher than interpersonal
functions (M= 1.91, SD = .99), t(370) = 43.34, p ≤ .001, r2 = .84, 95% CI [2.11, 2.31]. To
compare differences between endorsement of intrapersonal and interpersonal functions across
the three student groups, two one-way ANOVAs were conducted. Statistical significance was
only found for the interpersonal subset, indicating that the groups differed significantly in
their endorsement of interpersonal functions of self-harm, F(2, 368) = 5.93, p = .003.
Due to the large difference in sample size between groups, Hochberg’s GT2 was used
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for post-hoc comparisons to control for type 1 error (Field, 2009). Preservice teachers
reported higher endorsement of interpersonal functions of self-harm behaviour when
compared to undergraduate psychology students (Mdiff = .36, p = .007, 95% CI [.08, .64]).
There was no significant difference between preservice school counsellors’ and preservice
teachers’ endorsements of interpersonal functions for self-harm behaviour.
2.3.2

Comparison of Perceived Functions with Clinical Sample
Differences between the participant groups’ estimations of the reasons other people

self-harm when compared to reasons reported by the clinical sample were examined
descriptively. The ISAS items were totalled to calculate the interpersonal subscale and the
intrapersonal subscale for each group to facilitate comparison to the clinical sample. It is
noted that caution is advised in interpreting the comparisons here due to differences in
wording of the measure provided to the clinical sample (Rankin, 2016) and the current
study’s participants. As seen in Table 2.2, endorsement across the student groups was
observed to be higher for both subscales, in contrast to the clinical sample. Not only did
participants in the student groups appear to over-endorse the functions of self-harm when
compared to the clinical group, descriptively the magnitude of difference appeared greater in
response to endorsement of interpersonal functions of self-harm in that participants across
our studies appeared to over-endorse interpersonal functions to a greater extent than
intrapersonal functions.
Data related to the endorsement of the 13 ISAS functions across groups were
examined descriptively and are presented in Table 2.3. There appeared to be overall
consistency in the rank importance of ISAS function endorsement among the five highest
endorsed categories, with the exception of ‘Anti-suicide’ endorsement in the preservice
school counsellor sample. The top five endorsed functions across groups were: Affect
Regulation, Anti-Dissociation, Self-Punishment, Marking Distress, and Anti-Suicide.
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Endorsement of the remaining functions were consistent with the self-report of the clinical
sample with the exception of the ‘Interpersonal Influence’ function that appeared to rank
higher in endorsement across the school counsellor and teacher student groups (rank 6)
compared to the clinical sample (rank 11). With the exception of Affect Regulation and AntiSuicide subscales, participants endorsed the different functions of self-harm at higher levels
than did the clinical sample.

Table 0.2
Independent T-Test of Endorsed Functions of Self-Harm, between participants of a Local
Suicide Prevention Program with Pre-Service Teaching Students, Pre-Service School
Counsellors, and Undergraduate Psychology Students
ISAS
Scale

95% CI
Lower Upper

SD

tͣ

Inter

0.86 0.80

-

-

-

-

-

-

Intra

3.41 1.13

-

-

-

-

-

-

Pre-service
Teachers
(N = 97)

Inter

2.11 1.06 12.15*

-1.25

1.33

0.10

-1.45

-1.05

Intra

4.05 1.02

4.93*

-0.64

0.59

0.13

-0.90

-0.38

Pre-service
School
counsellors
(N = 36)

Inter

2.16 1.03

8.86*

-1.30

1.41

0.15

-1.59

-1.01

Intra

4.17 0.97

3.86*

-.76

0.72

0.20

-1.15

-0.37

Psychology
Students
(N = 238)

Inter

1.78 0.94 12.05*

-0.92

1.05

0.08

-1.07

-0.77

Intra

4.13 1.02

7.56*

-0.72

0.67

0.10

-0.91

-0.53

Clinical sample
(N = 281)

M

Mean Effect Size
Diff (Cohen’s d) SE

Note. ͣ t-scores listed indicate comparison between clinical sample and another sample as indicated.
*
p < .0005, 2-tailed.
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Table 0.3
Rank Order of Endorsement of ISAS Functions Across Groups
ISAS scale

Affect
Regulation

Youth
Clinical
(N = 281)
M
Rank
(SD)
1
4.52
(1.42)

Pre-service
Teachers (N=97)
Rank
3

Tr. Schoolcounsellors (N=36)

M
(SD)
4.10
(1.20)

Psych undergrad
(N=238)

Rank

M (SD)

1

5.17
(1.06)

M
(SD)
3 4.34
(1.37)

Rank

AntiDissociation

4

3.20
(1.81)

1

4.47
(1.44)

2

4.81
(1.37)

2 4.55
(1.40)

Anti-Suicide

3

5

5

3.49
(1.52)
3.82
(1.42)

7

Marking
Distress

3.33
(1.74)
2.11
(1.87)

2.83
(1.36)
4.06
(1.49)

5 3.26
(1.56)
4 3.90
(1.61)

Selfpunishment

2

3.91
(1.73)

2

4.36
(1.52)

4

4.00
(1.35)

1 4.62
(1.37)

Autonomy

10

0.76
(1.18)
1.27
(1.55)

12

1.16
(1.46)
2.24
(1.61)

12

1.39
(1.54)
1.86
(1.61)

12 1.10
(1.32)
7 2.50
(1.40)

4

9

3

Interpersonal
Boundaries

7

Interpersonal
Influence

11

0.74
(1.24)

6

2.91
(1.61)

6

3.19
(1.56)

8 2.47
(1.64)

Peer Bonding

12

13

13

Self-care

6

Sensationseeking

9

0.94
(1.38)
1.98
(1.83)
2.68
(1.56)
2.12
(1.41)

11

Revenge

0.27
(0.80)
0.38
(1.02)
1.54
(1.49)
0.77
(1.21)

1.61
(1.15)
1.97
(1.32)
3.50
(1.65)
1.92
(1.52)

13 0.52
(1.01)
11 1.31
(1.65)
6 2.74
(1.48)
10 1.72
(1.52)

Toughness

8

1.14
(1.36)

8

2.26
(1.40)

9

1.81
(1.60)

9 1.86
(1.52)

11
7
10

8

13
5
10

Note. Ranks bolded are the five highest rated functions for each group in terms of relevance.
Ratings were on a 3-point Likert-type scale from 0=not relevant at all, 1 = somewhat
relevant, 2 = very relevant.
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Data related to the endorsement of the 13 ISAS functions across groups were
examined descriptively and are presented in Table 2.3. There appeared to be overall
consistency in the rank importance of ISAS function endorsement among the five highest
endorsed categories, with the exception of ‘Anti-suicide’ endorsement in the preservice
school counsellor sample. The top five endorsed functions across groups were: Affect
Regulation, Anti-Dissociation, Self-Punishment, Marking Distress, and Anti-Suicide.
Endorsement of the remaining functions were consistent with the self-report of the clinical
sample with the exception of the ‘Interpersonal Influence’ function that appeared to rank
higher in endorsement across the school counsellor and teacher student groups (rank 6)
compared to the clinical sample (rank 11). With the exception of Affect Regulation and AntiSuicide subscales, participants endorsed the different functions of self-harm at higher levels
than did the clinical sample.
2.4
2.4.1

DISCUSSION

Main Findings
Across all groups (preservice teachers, preservice school counsellors, undergraduate

psychology students), participants endorsed items related to intrapersonal functions
significantly higher than interpersonal functions. This finding indicates that respondents
typically strongly attributed others’ self-harm to occur for reasons related to the person’s
internal experiences. Affect regulation, anti-dissociation and self-punishment were strongly
endorsed intrapersonal functions of self-harm. These findings are consistent with previous
research assessing the reported functions of self-harm with adolescent clinical samples,
suggesting that in terms of relative importance, participants in the current study endorsed
functions in a similar rank order to young people who self-harm at least for the top five
functions (Klonsky, 2009; Nock & Prinstein, 2004). When group differences were examined,
preservice teachers endorsed interpersonal reasons more highly than psychology students.
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When participants’ responses were compared with the summary data obtained from a clinical
group of adolescents attending a local suicide prevention program (Rankin, 2016), all groups
endorsed both intrapersonal and interpersonal functions higher than the clinical reference
group. It is worth noting that while Rankin’s (2016) study was drawn from participants who
were receiving treatment from a suicide prevention program, and all participants in the
comparison sample had engaged in self-harm behaviours, suicidality is not synonymous with
self-harm. However, when comparing the extent of over-endorsement across groups,
interpersonal functions were more strongly over-endorsed than intrapersonal functions. These
findings suggest that when ascribing functions to young peoples’ self-harm behaviour, our
participants not only showed a pattern of endorsing both types of functions to self-harm
behaviour greater than the clinical reference sample, but that the degree of over-endorsement
appeared disproportionately greater for interpersonal functions.
Although overall participants endorsed all functions more strongly than the clinical
youth sample, the relative order of endorsement was similar. One exception was the ranking
of interpersonal influence, which was ranked 11th by the clinical reference group but ranked
6th by both preservice teaching and school counsellor groups. Interpersonal influence items
comprised ‘Letting others know the extent of my emotional pain’, ‘Seeking care or help from
others’, and ‘Keeping loved ones from abandoning me’. Preservice teachers and school
counsellors seem to view self-harm behaviours being driven by these calls for help from
others as higher order than do young people experiencing suicidality. As long as these calls
for help are viewed as legitimate then this is unlikely to interfere with gatekeeper responses;
however, there is some evidence that when reasons for self-harm are thought to be attentionseeking they are not taken as seriously (Gibb et al., 2010; Lewis et al., 2020). Evans and
Hurrell (2016) further put forward that beliefs related to self-harm as attention seeking can
impact support provision to young people at the institutional level, encouraging secrecy and
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discouraging help-seeking. Knowles and colleagues (2013) suggest that perceptions of selfharm as socially motivated (i.e., self-harm behaviour with an interpersonal function) results
in self-harm behaviour being either dismissed or seen as less serious than when it is perceived
to be intrapersonally motivated. Therefore, when self-harm behaviours by young people are
deemed to be socially (i.e., interpersonally) motivated, there is a risk they may miss out on
receiving support because their problems may be mistakenly considered to be less severe.
Such concerns are also reinforced by prior research that found teachers’ endorsement of
adolescent self-harm behaviour as ‘attention seeking’ is greater than reported by young
people who self-harm (Carlson et al., 2005). Our findings regarding the relatively higher
ranking of interpersonal influence among preservice teachers and school counsellors is of
particular significance and requires additional research to clarify whether attributing selfharm behaviour to interpersonal influence affects the support they provide for young people
to seek help.
2.4.2

Implications for School Counsellors and Psychologists
The current findings may have implications for school-based interventions and, in

particular, highlight the need to understand attributions of self-harm among staff, in order to
address any negative misconceptions. Lewis and colleagues (2020) outline how inadequate
knowledge and responding to self-harm from school staff can result in greater stigmatisation
of young people and missed opportunities to facilitate access to necessary supports. The
current findings lend weight to the authors’ calls for schoolwide professional development
aimed at challenging common misconceptions and providing training in appropriate
responding to disclosures of self-harm. Specifically, the higher order ranking of
‘Interpersonal Influence’ as a function of self-harm and the apparent strength of endorsement
of interpersonal functions are particularly noteworthy if such beliefs are related to dismissive
or stigmatising responses to young people engaging in self-harm. Such training might include
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reinforcing that self-harm that is in part driven by a call for help carries just as much risk and
should be taken seriously, and requires every effort to support the young person to get help.
Gatekeeper training programs in some areas have already begun addressing stigmatising
attitudes or responses. A training program for teachers and school staff—for example, Project
Air Strategy’s (2016) ‘Working with Young People with Complex Mental Health Issues’ —
not only targets mental health literacy, but also attitudinal beliefs about self-harm specifically
in adolescent populations. In a related vein, the findings of the present study have important
implications not only for existing school staff, but also for teacher-training programs.
Teacher training programs provide a unique opportunity to shape staff responses to self-harm
early in their careers and create frames of reference for understanding the self-harm
behaviour of young people that may assist new educators to feel more equipped to respond.
2.4.3

Limitations
The ISAS measure is a well-validated self-report measure of the functions that people

ascribe to their own self-harm (Klonsky, 2009). However, there is no prior research regarding
the validity of its use as a measure of the attributions made about another’s self-harm. Instead
of asking participants to endorse functions pertaining to their own self-harm behaviour,
participants were asked to endorse the attributions they ascribe to another’s self-harm
behaviour. Although the preservice teachers and school counsellors had some practical
experience, it is unclear whether the results would generalise to teachers and school
counsellors who were more experienced and had been working in schools. It is also noted
that data on primary or secondary school specialisation was not collected; therefore, group
differences by specialisation were not able to be examined. A final limitation relates to
comparisons using the clinical sample who were attending a suicide prevention program
since suicidality is not the equivalent of self-harm behaviour. However, there were very high
rates of self-harm in this sample that involved self-harm behaviour with or without suicidal
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intent.
2.5

SECTION SUMMARY

Prior research provides preliminary evidence that the attributions made about selfharm shape public stigma and helping behaviour towards people with mental illness and selfharm behaviours (Knowles et al., 2013; Law et al., 2009; Lewis et al., 2020). Given that
increasing knowledge alone is insufficient to create help-seeking behavioural change in
young people or gatekeepers, future studies should aim to understand how different
attributions can influence responses to young people who are engaging in self-harm
behaviour. The aim of this study was firstly to explore the pre-existing beliefs regarding the
functions of self-harm as endorsed by a pre-service teachers and pre-service school
counsellors – those who will go on to undertake integral gatekeeping positions. Secondly, this
study investigated how these perceptions differed from the functions of self-harm as reported
by a clinical sample of young people engaged in treatment. Using an instrument developed to
reflect the various functions endorsed by those who self-harm, it was found that whilst
generally accurate at identifying the intrapersonal functions most highly endorsed in terms of
rank importance, participants tended to consistently endorse interpersonal functions to a
higher extent than intrapersonal functions. This study links current research into the selfreported motivations for self-harm, with the research investigating the attitudes and
attributions that others make about self-harm behaviour.
Those who are likely to go onto gatekeeper roles (pre-service teacher and school
counsellors) are central to facilitating help-seeking for young people. To ensure the effective
and timely support of young people who self-harm, we need to enhance interventions
targeting the complex attitudes of key gatekeepers in the position to provide that support.
Prior research provides preliminary evidence that the attributions made about self-harm shape
public stigma and helping behaviour towards mental illness and self-harm behaviour
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(Knowles et al., 2013; Law et al., 2009). As stand-alone knowledge provision to young
people or gatekeepers appears insufficient to create behavioural change in help-seeking
support, it is important to further understand how different attributions can influence
responses to young people who are engaging in self-harm behaviour. In particular,
interpersonal attributions are of special interest given the potential for these to be associated
with negative emotional reactions and a reduction in willingness to help. This is the focus of
the next study which explores stigmatising responses to young people who self-harm in the
subsample of trainee teachers from Study 1. It will explore the interplay between their
attitudes and their perceived efficacy, reluctance, and preparedness to engage in a gatekeeper
role.
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CHAPTER THREE

STUDY 2 - PERCEIVED MOTIVATIONS FOR SELF-HARM, GATEKEEPER
ATTRIBUTES AND STIGMATISING RESPONSES TO SELF-HARM
AMONGST TRAINEE TEACHERS

This chapter has been submitted and is under review with a journal. Minor modifications to
the submitted paper were made to adapt to the thesis review process.

Dawson, K., Deane, F. P., & Miller, L. M. (under review). Perceived motivations for selfharm, gatekeeper attributes, and stigmatising responses to self-harm amongst trainee
teachers. Manuscript submitted for publication
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ABSTRACT
Teachers are often gatekeepers who have the potential to support young people experiencing
mental health issues to access appropriate services. We investigated trainee-teacher
perceptions and responses to the self-harm behaviour of young people. Participants
comprised 97 trainee teachers (aged 20–51 years) who were randomised to receive one of
two vignettes depicting self-harm that was either hidden or displayed by a young person. It
was hypothesised that where self-harm was displayed participants would be more likely to
attribute self-harm to interpersonal motivations. They then completed self-report measures
assessing stigmatising cognitive, emotional, and behavioural responses to self-harm.
Participants’ self-appraised gatekeeper attributes, and staff attitudes towards self-harm were
also assessed. Results suggest that perceived motivation for self-harm influences participant’s
stigmatising responses to self-harm. Additionally, participants gatekeeper attributes and their
staff-related attitudes towards self-harm appear to influence their cognitive, emotional, and
behavioural responses to self-harm, dependent on what they perceive the motivation to be.
These findings further our understanding of the complex variables that contribute to teachers’
responses to self-harm behaviour in schools.
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3.1

INTRODUCTION

Suicide and self-harm behaviour are among the top mental-health concerns in young
people internationally and are identified by the World Health Organisation as among the top
priority conditions targeted by their Mental Health Gap Action Program (mhGAP) (World
Health Organisation [WHO], 2008). Young people often avoid seeking help for mental health
concerns, and interventions that aim to increase their help-seeking behaviour have yet to
prove effective in facilitating behavioural change (Gulliver et al., 2010; Michelmore &
Hindley, 2012; Muehlenkamp, 2010; Rowe et al., 2014). When young people do seek help,
they are more likely to approach or disclose their self-harm to informal sources such as peers
and family members, or to be prompted by gatekeepers such as school teachers who connect
them with professional helpers particularly school counsellors (Robinson et al., 2016; Rowe
et al., 2014). In a study that examined the social influences on help-seeking amongst 30,839
young people attending a mental health service, school staff were frequently reported to have
influenced young peoples’ help-seeking (Rickwood et al., 2015).
In Australia and internationally, schools are becoming increasing recognised as
important settings for early intervention in response to young people’s mental health
problems as they provide direct and ongoing access to a majority of young people (Robinson
et. al., 2016; WHO, 2015). The ability of teachers to function as effective gatekeepers to
identify young people who self-harm and have mental health problems is an essential
component in getting them the help they need. However, in identifying young people that
require assistance, there may be beliefs and attitudes that are potential barriers to this
gatekeeper role (Hatton et al., 2017). Understanding and remedying barriers to effective helpprovision in schools is especially important as initial responses to self-harm disclosure play a
significant role in help-seeking and later disclosures (McDougall et al., 2010).
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The literature surveying the function of self-harm behaviour amongst young people
consistently supports the view that the functions of self-harm broadly fall into two categories:
(1) intrapersonal (e.g. self-harm functioning to reduce negative affect or increase desired
affect or stimulation) and (2) interpersonal functions (e.g. self-harm reducing unwanted social
interactions or increasing desired relational interactions such as help-seeking or gaining
attention) (Cipriano et al., 2017; Klonsky, 2007; Nock & Prinstein 2004). Further to this, selfreports of young people who self-harm consistently show that intrapersonal functions of selfharm are more frequently endorsed than interpersonal functions (Klonsky, 2007; Nock,
2009). Despite this, in both healthcare professions as well as the general public, interpersonal
functions of self-harm are often more strongly endorsed particularly in relation to the
perception that self-harm behaviour functions to elicit care responses (Knowles et al., 2013;
Long et al., 2013; Neilsen & Townsend, 2017). For example, a survey of 195 hospital staff
found that 51% agreed that “Patients use self-harm as a way to get sympathy and/or
attention” (Gibb et al., 2010, p. 716). Such beliefs about the function of self-harm can be
associated with stigmatising responses and are especially problematic if they result in
dismissive or rejecting responses from gatekeepers (Gibb et al., 2010). The attribution model
of public discrimination (Corrigan et al., 2003) outlines how causal attributions (such as the
function of a behaviour) can affect beliefs and affective responses towards others, resulting in
rejecting behaviour such as avoidance or withholding of help. Nielsen and Townsend (2018)
demonstrated that in a community sample, increased perceptions of interpersonal motivations
for self-harm were associated with a reduction in helping responses towards adolescents who
self-harm. Their findings emphasise the need to examine the attributions of those best
positioned to respond to young people who self-harm (YPS-H).
Past studies exploring school-staff responses to YPS-H self-harm have tended to
focus on the relationship between knowledge of self-harm, suicidal behaviour and staff
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attitudes (Crawford et al., 2003; Robinson et al., 2008; Timson et al., 2012). These studies
highlight that staff knowledge regarding self-harm behaviour is quite variable, and not
reliably associated with staff attitudes towards self-harm. Similarly, a review of the empirical
literature examining gatekeeping intentions and behaviour found limited sufficient support
for participants’ declarative and perceived knowledge about suicide predicting gatekeeper
behaviours (Burnette et al., 2015). The authors argued that reluctance to intervene is
considered a key variable in understanding gatekeeper responses, and that public stigma is
understood to be a main contributor to this reluctance (Burnette et al., 2015). However, a
clear understanding of the relationship between stigma and reluctance in gatekeeper
responding is limited by approaches that measure stigma using unidimensional scales
(Wyman et al., 2015). Multi-dimensional models of public stigma such as Corrigan et al.’s
(2003) model of public stigma that include stigmatising behavioural responses are well
placed to examine this relationship.
3.1.1

Current Study
There is a need to examine the factors associated with school staff responding to

YPS-H, including how attributions and attitudes towards self-harm influence responding, as
well as how specific gatekeeper appraisals shape staff responses to self-harm. This study
aims to first determine whether differences in a vignette depicting a student who either
displays their self-harm behaviours or hides their self-harm is associated with different
perceived functions of self-harm judged by trainee teachers. It is hypothesised that a vignette
depicting the display of self-harm behaviours will have significantly higher ratings of
interpersonal functions of self-harm compared to a vignette where self-harm is hidden.
The study explores the relationships between stigmatising responses to YPS-H in
trainee teachers as well as the interplay between staff attitudes and gatekeeper characteristics
including their perceived efficacy, reluctance, and preparedness to engage in a gatekeeper
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role in their response to YPS-H.
This study aims to explore:
1. A multi-dimensional model of Public Stigma encompassing cognitive,
emotional, and behavioural responses to self-harm, and the associated
influence of contextual cues on stigmatising responses (via vignettes depicting
self-harm as either ‘hidden’ or ‘displayed’)
2. The relationships between gatekeeper perceived preparedness, efficacy, and
reluctance to perform gatekeeper roles, staff attitudes and stigmatising
responses to self-harm
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3.2
3.2.1

METHOD

Participants and Procedure
The study followed a protocol approved by the Institutions Human Research Ethics

Committee (HE16-042) that included anonymity and the right to withdraw from the study at
any time. Informed consent was obtained from all individual participants included in the
study. All participants were recruited from postgraduate education programs at an Australian
university. Potential participants were 111 trainee-teaching students who had a minimum of
560 hours of professional teaching experience and about to begin their careers as teachers.
Trainee-teachers were invited to participate during their final semester’s orientation week.
Participation was voluntary and no incentives were provided.
Of the 111 approached, 14 (12.6%) participants started the anonymous online survey
but then discontinued immediately (with no further responses recorded). Their responses
were subsequently removed from the analysis leaving a final sample of 97 participants
ranging between 20 and 51 years of age. Participant dropout in online surveys is not
uncommon, nor does the current dropout rate or profile exceed that of studies of similar
length and response format (Hoerger, 2010). For the following analyses, data was analysed
using pairwise deletion methods when missing data was involved to minimise data loss
(Peugh, & Enders, 2004).
3.2.2

Measures
Measures were presented in the following order:

3.2.2.1 Background information
General demographic information including age, sex, and main language
spoken, was collected using a brief background information questionnaire for all participants
in the study. Seventy percent of participants were aged between 18-24 years, 20% were 24-35
years, and 10% 35 years or older. Seventy percent of participants identified as female, and
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30% of participants identified as male. All participants reported English as their main
language spoken.
3.2.2.2 Staff Attitudes: Staff attitudes to deliberate self-harm (SASH; Crawford et al.,
2003).
The SASH contains 13 questions about capturing attitudes of school staff towards
self-harm. For this study, the term ‘patients’ in the original measure was replaced with
‘students’. The SASH scale assesses 4 dimensions of staff attitudes: Effectiveness (5 items,
personal efficacy for managing self-harm behaviour); Negativity (5 items, negativity
expressed towards individual or family); and Worry (3 items, concern about being
blamed/feeling responsible for students who self-harm). Each item within the Effectiveness,
Negativity, and Worry subscales was rated on a 5-point Likert scale with responses ranging
from ‘strongly disagree’ to ‘strongly agree’. Higher scores reflect greater agreement with
each dimension (e.g. higher effectiveness scores equate to greater perceived efficacy in
managing self-harm behaviour). Each of the scales has previously shown acceptable
reliability, with Cronbach alphas varying between .72 and .74 (Timson et al., 2012).
3.2.2.3 Public Stigma: Attribution Questionnaire -24 (AQ-24, Law et al., 2009).
The AQ-24 is a 24- item modified version of Corrigan et al.’s (2003) measure. The
term “mental illness” which was the original target of public stigma was replaced with the
term “self-harm” for the purposes of the current study. It also includes two additional
subscales relevant to common attributions regarding self-harm behaviour (perceived
manipulation and perceived risk). Participants respond to a series of questions that assess
cognitive, emotional, and responses towards a vignette character (see ‘vignettes’ below). The
scale includes eight subscales across the cognitive, emotional, and behavioural dimensions of
the Public-Stigma model. Each item is rated on a semantic-differential 9-point Likert-scale.
The cognitive dimension subscales are Personal Responsibility Beliefs (‘blame’ – 2 items)
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(e.g. “How responsible do you think Sam is for her self-harm behaviour?”) perceived
manipulation (‘manipulation’- 2 items) (e.g. “How much do you think Sam’s self-harm
behaviour is an attempt to manipulate others?”), and perceived risk (‘risk’ – 4 items) (e.g.
“Do you think that Sam could seriously harm herself?”). The emotional dimensions’
subscales are Sympathy (3 items) (e.g. “How much sympathy do you feel for Sam?”), Anger
(3 items) (e.g. “How angry do you feel at Sam?”), and Anxiety (3 items) (e.g. “I would feel
scared by Sam”). The behavioural dimensions’ subscales are Helping (4 items), and
Coercion-Segregation (4 items) (e.g., “If I were in charge of Sam’s treatment, I would force
her to receive compulsory treatment). Each of the modified scales has shown previously
acceptable reliability, with Cronbach alphas varying between .64 and .82 (Law et al., 2009).
Subscales are the mean rating, so that effects can be interpreted on a scale from 1 to 9.
3.2.2.4 Vignettes
Two vignettes were designed to infer a discrete attribution of the function of
self-harm as either (1) interpersonal (i.e. undertaken for relational or external reasons) or (2)
intrapersonal (i.e. undertaken for reasons within an individual). Vignette content also aimed
to represent an ecologically valid scenario of a first-response to signs of self-harm in a nonhealthcare setting (i.e. where the information about the young person and their self-harm
behaviour is potentially minimal or non-existent). For this reason, the information provided
in the vignettes are limited to visual cues (i.e. whether the self-harm is ‘hidden’ or
‘displayed’), and perceived intention of the behaviour (e.g. “you believe she…” (1) does or
(2) does not “…want others to see the cuts”). The stated perceptions of motivation within the
vignettes were deliberately broad so as not to prime a specific function of self-harm. The
vignettes were presented preceding the AQ-24 items.
‘Displayed’ Vignette:
Sam is a 16 year old student at the school where you teach. Sam engages in Non59

Suicidal Self Injury. You notice that they have multiple straight cuts and scratches along the
inside of their forearms that are intentionally caused. They make no attempt to hide or
disguise these marks, and usually wear short sleeved tops that tend to draw attention to them.
You believe that they want others to see the cuts.
‘Hidden’ Vignette:
Sam is a 16 year old student at the school where you teach. Sam engages in NonSuicidal Self Injury. You notice that they have multiple straight cuts and scratches along the
inside of their forearms that are intentionally caused. They attempt to hide or disguise these
marks and usually wear long-sleeved tops in order to not draw attention to them. You believe
that they do not want others to see the cuts.
3.2.2.5 Gatekeeper Appraisals: Appraisal subscale of the Staff Suicide Prevention Survey
(SSPS; Wyman et al., 2008).
The Appraisal subscale of the SSPS assesses gatekeeper appraisals related to
students’ suicidal behaviour. In the current study, references to suicidal behaviour were
modified to self-harm behaviour. The Appraisal subscale contains 24 items across three
dimensions (gatekeeper preparedness, gatekeeper efficacy, and gatekeeper reluctance). Items
were rated on a 7-point Likert scale. Gatekeeper preparedness (8 items) assesses preparation
to perform activities such as ‘ask appropriate questions about self-harm’, with responses
ranging from ‘not prepared’ =1, to ‘quite well prepared’ =7. Higher mean item scores reflect
positive Gatekeeper Preparedness. Gatekeeper Efficacy (7 items) assesses perceived capacity
to perform self-harm prevention (e.g. ‘I can make appropriate referrals within my school for
students contemplating self-harm’) with responses ranging from ‘Strongly Disagree’ =1 to
‘Strongly Agree’ =7. Gatekeeper Reluctance (9 items) assesses reluctance to perform selfharm prevention (e.g. ‘School teachers and staff should not be responsible for discussing selfharm with students’). Responses range from ‘Strongly Disagree’ =1 to ‘Strongly Agree’ =7
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and were recoded so that higher values meant less reluctance. Cronbach’s alphas across these
dimensions range from .68 to .97 (Wyman et al., 2008).
3.2.3

Data Screening and Analysis
All analyses were conducted using IBM SPSS V 27 and PROCESS V4 (Hayes 2017).

A power analysis was conducted for multiple regression (alpha of .05; power of .80; small
effect size of .15). The analysis indicated a minimum sample size of 108 was required for the
multivariate analyses, making the current sample slightly underpowered (Stevens, 2002).
There were no multivariate outliers. A single univariate outlier was identified with a z score
of 3.62. In order to reduce the influence of this outlier, this data point was transformed to one
unit higher than next extreme (Tabachnick & Fidell, 2013). Assumptions of homogeneity of
variance-covariance matrices, and linearity were satisfactory. The assumption of normality
was violated for the AQ-24 subscales, therefore non-parametric analyses were conducted
where applicable. The relationships between the cognitive, emotional, and behavioural
variables outlined in the attribution model, staff attitudes towards self-harm, and gatekeeper
appraisals, were examined by Spearman’s Rho correlations. These correlations were then
examined between vignette groups to test differential relationships between gatekeeper
attributes and staff attitudes on stigmatising responses. Multivariate bootstrapped (5,000
sample) OLS regressions were conducted to explore the Attribution Model and examine the
influence of the vignette conditions (Hayes, 2017; Shrout & Bolger, 2002). Significant
relationships were explored with moderated mediation models in PROCESS V4.
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3.3

RESULTS

In order to assess for baseline differences between groups, an independent samples ttest was conducted on the three SASH variables which were administered after randomisation
but prior to reviewing the vignette (see Table 3.1). There was a small but positive difference
in the worry subscale of SASH with participants in the ‘Displayed’ vignette condition scoring
slightly higher on worry-related attitudes towards self-harm than the ‘Hidden’ condition.
3.3.1

Differences in stigma between vignette conditions
There was a significant difference on participants’ endorsement of manipulation

between the vignette conditions with participants in the displayed condition endorsing
significantly great perceptions of manipulation than those who were in the hidden condition.
There were no other between group differences on the stigma variables (see Table 3.1).
3.3.2

Are gatekeeper preparedness and self-efficacy associated with staff reluctance to
perform gatekeeping roles, and attitudes and stigmatising attitudes towards selfharm?
There were no significant correlations between gatekeeper self-appraisals of their

preparedness and efficacy to perform gatekeeper roles and their reluctance to perform
gatekeeper roles (see Table 3.2). Self-appraisals of preparedness to perform gatekeeper
functions were significantly negatively correlated with negativity towards self-harm, such
that greater perceived preparedness was associated with reduced negativity towards selfharm. Greater reluctance to perform gatekeeper roles was correlated with greater staff
negativity towards self-harm; and staff negativity and worry regarding self-harm were also
significantly moderately positively correlated.
Whilst positive gatekeeper attributes were not significantly correlated with
stigmatising responses to self-harm, reluctance to perform gatekeeper roles was moderately
positively correlated with greater anxiety, and greater endorsement of coercive and
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segregation responses towards a hypothetical self-harm incident.
Table 3.1
Gatekeeper Appraisals, Staff Attitudes, and Public Stigma Variables by Vignette Group

Vignette Hiddenb (N = 47) Displayed b (N = 50)
Ordera

Sig
Mean

SD

Mean

SD

t

Cohen’s D
(2-tailed)

GKc Preparedness

after

3.58

1.12

3.60

1.16

-0.11

0.91

0.02

GKc Efficacy

after

3.68

0.73

3.50

0.79

1.17

0.24

0.24

GKc Reluctance

after

2.98

0.64

2.92

0.78

0.40

0.69

0.08

SASHc Effectiveness

before

15.30

1.49

15.44

1.75

-0.43

0.67

0.09

SASHc Negativity

before

11.02

2.50

11.08

2.31

-0.12

0.91

0.02

SASHc Worry

before

7.51

1.99

8.40

2.22

-2.07

0.04

0.42

AQc Blame

after

3.42

1.17

3.81

1.71

-1.33

0.19

0.27

AQc Manipulation

after

3.29

1.46

4.98

1.75

-5.16

<.001

1.05

AQc Risk

after

5.64

1.55

6.05

1.32

-1.39

0.17

0.28

AQc Sympathy

after

7.50

1.17

7.35

1.45

0.54

0.59

0.11

AQc Anger

after

2.27

1.27

2.86

1.87

-1.83

0.07

0.37

AQc Anxiety

after

3.61

1.30

3.21

1.64

1.34

0.18

0.27

AQc Helping

after

7.20

1.33

6.87

1.31

1.22

0.23

0.25

AQc Coercion/ segregation

after

3.13

1.32

3.28

1.71

-0.49

0.62

0.10

Note. a Indicates the order of presentation relative to the vignette stimulus (e.g. GK Preparedness
items were responded to by participants following exposure to their vignette condition).
b
Indicates vignette condition where self-harm depicted is either ‘hidden’ or ‘displayed’.
c
‘GK’ indicative of ‘Gatekeeper Appraisals’ subscales; ‘SASH’ indicative of the ‘Staff attitudes to
deliberate self-harm’ subscales; ‘AQ’ indicative of the subscales of the ‘Attribution Questionnaire’.
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Table 3.2
Spearman's Rho Correlations Exploring the Relationship Between Gatekeeper Appraisalsa, Staff Attitudes Towards Self-Harmb, and Public
Stigma Variablesc, n=97
1

2

3

4

5

6

7

8

9

10

11

12

13

1. GK Preparednessa
2. GK Efficacya

0.02

3. GK Reluctancea

-0.09

0.08

4. SASH Effectiveness

0.08

-0.05

-0.09

5. SASH Negativityb

-0.20*

0.09

0.25**

0.04

6. SASH Worry

-0.02

0.00

0.10

0.13

0.33***

7. Blamec

-0.07

0.12

0.13

0.05

0.21*
*

b

b

c

0.15

8. Manipulation

0.02

0.02

-0.12

0.14

0.18

0.37***

0.34***

9. Riskc

-0.16

-0.03

0.07

0.00

-0.10

-0.08

0.17

c

-0.01

10. Sympathy

-0.11

-0.10

-0.03

-0.03

-0.13

-0.09

-0.40

-0.30**

0.33**

11. Angerc

0.02

-0.05

0.23*

0.06

0.37***

0.37***

0.46***

0.45***

-0.04

-0.36***

12. Anxietyc

-0.06

0.05

0.35***

-0.13

0.15

0.10

0.13

-0.01

0.27**

-0.04

0.35***

13. Helpingc

-0.14

-0.12

0.12

-0.13

-0.01

-0.19*

-0.41***

-0.44***

0.16

0.52***

-0.26**

0.11

14. Coercion/segregationc

-0.14

-0.02

0.32**

-0.11

0.13

0.15

0.22*

0.09

0.25**

0.01

0.36***

0.63***

a

b

***

c

0.11

Note. As measured by the Gatekeeper Appraisal Scale; As measured by the Staff Attitudes Towards Deliberate Self-Harm scale; As measured by the AQ27.
* p < 0.05 level; ** p < 0.01 level; *** p < 0.001 (1-tailed).
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Staff attitudes related to effectiveness in responding to self-harm was not
significantly correlated with stigmatising responses to self-harm. Higher reports of staff
negativity were moderately positively correlated with greater endorsements of blame,
manipulation, and anger responses. Staff worry towards self-harm was moderately
positively correlated with endorsements of manipulation anger and negatively
correlated with helping responses, such that staff worry was associated with greater
endorsement of manipulation and anger, and less endorsement of helping responses. To
determine whether differences between self-harm being ‘displayed’ versus ‘hidden’
influenced relationships between gatekeeper attributes, staff attitudes and stigmatising
responses, a series of Spearman Rho correlations were conducted separately by vignette
group (see Table 3.3). Analyses include Bonferroni correction for multiple comparisons
(α = .003). Whilst gatekeeper preparedness was not significantly correlated with
stigmatising responses in the self-harm ‘hidden’ condition, in the self-harm ‘displayed’
condition, greater gatekeeper preparedness was significantly correlated with lower
endorsement of risk, sympathy, and coercive and segregation responses. Reluctance to
perform gatekeeper roles was only significantly associated with endorsement of greater
anxiety (r = 0.53, p <.001), and coercive and segregation responses (r = 0.50, p <.001),
when the self-harm was ‘displayed’.
3.3.3

Associations between contextual cues and stigmatising cognitive, emotional,
and behavioural responses to self-harm: Examining the multi-dimensional
model of Public Stigma responses to self-harm
Consistent with the multi-dimensional model of Public Stigma (Corrigan et al.,

2003), greater attribution of stigmatising cognitions were significantly correlated with
greater negative emotional responses, less helping and greater endorsement of coercive
and segregation responses. However, unexpectedly, attributions of risk whilst being
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associated with greater sympathy, and anxiety, was also associated with greater
endorsement of coercion and segregation responses.
A series of multivariate bootstrapped (5,000 sample) OLS moderated mediation
regressions were conducted to investigate relationships between the cognitive,
emotional, and behavioural stigma variables identified as associated in the correlational
analyses. Given the finding that there were significant differences in responding
between the vignette conditions, the vignette condition was entered as a moderator in
the regression analyses of these specific cognitive, emotional and behavioural responses
to self-harm (see Table 3.4).
The first model examined the mediated relationship between blame and
coercive/segregation responses. Anger was directly associated with greater
coercive/segregation responses (b = 0.26, p < .05). There was also a conditional direct
effect of blame on increasing endorsement of coercion and segregation responses in the
‘displayed’ vignette condition (bootstrap effect = 0.16, SE = 0.07, 95% CI = 0.03;
0.32).
The second model examining the mediated relationship between manipulation
and coercive/segregation responses overall was not significant, however anger was
directly associated with increased coercive/segregation responses (b = 0.34, p < .01).
There was also a positive conditional indirect effect of manipulation by anger on
endorsement of coercion and segregation responses in the interpersonal vignette
condition (bootstrap effect = 0.20, SE = 0.07, 95% CI = 0.07; 0.34).
In the third model examining the mediated relationship between risk and
coercive/segregation responses, anxiety significantly predicted greater
coercive/segregation responses (b = 0.59, p < .01). In the fourth model examining the
mediated relationship between blame and helping responses, blame was directly
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associated with lower helping responses (b = -0.32, p < .05). The vignette as a
moderator variable was also significantly associated with helping responses (b = 0.47,
p < .001). There was a conditional direct effect of blame on increasing endorsement of
helping responses in the ‘hidden’ vignette condition only (bootstrap effect = -0.32, SE =
0.14, 95% CI = -0.61; -0.04).
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Table 3.3
Spearman's Rho Correlations Exploring the Relationship Between Gatekeeper Appraisalsa, Staff Attitudes Towards Self-Harmb, and Public
Stigmac Variables by Vignette Group
Blame
Vignette
a

Hd

Manipulation
De

H

Preparedness

-0.09

-0.08 0.15

Efficacya

0.23

0.11

a

D

Risk
H

Sympathy
D

*

H

D
*

Anger
H

Anxiety
D

H

Helping

D

H

D

Co/Seg
H

D
*

-0.10

-0.31

-0.02 -0.27

0.04

-0.13

0.13

-0.14

0.06

-0.17

-0.15

-0.31

0.02

0.27* -0.02

-0.13

0.08

-0.11

0.05

-0.08

-0.15

0.15

-0.17

-0.14

-0.19

0.14

-0.10

Reluctance

-0.03

0.23

-0.12 -0.10

-0.06

0.17

0.14

-0.17

0.25

0.23

0.04

0.53

0.20

0.04

0.07

0.50***

Effectivenessb

-0.03

0.06

-0.05 0.27*

-0.03

0.03

0.01

-0.06

-0.05

0.12

-0.10

-0.16

0.02

-0.24*

-0.12

-0.13

b

*

*

Negativity

0.06

0.33

0.08

Worryb

0.03

0.17

0.27* 0.33*

Blamec

0.15

Manipulationc

0.32

*

-0.09

-0.18

0.38

0.36

0.16

0.14

0.05

-0.04

-0.05

0.25*

-0.25* 0.07

-0.19

0.01

0.37**

0.32*

0.32*

0.00

0.04

-0.32*

0.11

0.17

0.18

-0.12

-0.55*** 0.26*

0.57*** 0.08

0.19

-0.37**

-0.42** 0.13

0.06

-0.49*** -0.20

0.31*

0.58*** 0.01

0.12

-0.58*** -0.26*

0.01

0.16

0.42**

-0.17

0.04

0.28*

0.30*

0.04

0.29*

0.24*

-0.16

0.61***

0.46*** 0.27*

-0.13

-0.22

-0.30*

0.21

0.46***

0.19

-0.02

0.48*** 0.71***

0.47*** 0.17

0.27*

Sympathyc

**

**

***

0.05

-0.26

-0.17

Riskc

*

0.28*

-0.40** -0.35** 0.17

Angerc

0.37** 0.37**

Anxietyc
Helpingc

0.28*

0.28*

-0.02

c

Coercion/ Segregation

Note. a As measured by the Gatekeeper Appraisal Scale; b As measured by the Staff Attitudes Towards Deliberate Self-Harm scale; c As measured by the AQ-27.
d
H = ‘Hidden’ vignette condition; e D = ‘Displayed’ vignette condition
* p < 0.05 level; ** p < 0.01; *** p < 0.001 (1-tailed).
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Table 3.4
Moderated Mediation OLS Regression Models (N=97)
Coercion/Segregation (Y1) c
Model

1

Helping (Y2) c

2

3

4

5

Coeff.

SE

p

Coeff.

SE

p

Coeff.

SE

p

Coeff.

SE

p

Coeff.

SE

p

0.05

0.19

.771

-

-

-

-

-

-

-0.32

0.14

.026*

-

-

-

Manipulation (X2) a

-

-

-

0.01

0.16

.973

-

-

-

-

-

-

-0.37

0.11

<.001*

Risk (X3) a

-

-

-

-

-

-

0.10

0.13

.422

-

-

-

-

-

-

Fear (M1) b

-

-

-

-

-

-

0.59

0.09

<.001*

-

-

-

-

-

-

Anger (M2)

b

0.26

0.11

.019*

0.34

0.11

.004*

-

-

-

-0.03

0.08

.739

-0.03

0.08

.753

Sympathy (M3)

b

0.25

0.13

.058

0.19

0.13

.149

-0.00

0.11

.986

0.19

0.13

.149

0.42

0.09

<.001*

Vignette (W)

-0.68

0.85

.424

0.10

0.87

.909

-0.09

1.08

.934

0.47

0.10

.000*

-0.96

0.63

.132

X×W

0.18

0.23

.422

-0.03

0.20

.893

0.27

0.15

.070

-1.17

0.65

.076

0.27

0.15

.070

Blame (X1) a

R2 = 0.13

R2 = 0.11

R2 = 0.38

R2 = 0.32

R2 = 0.37

F(5,91) = 2.78 , p < .022

F(5,91) = 2.19 , p < .062

F(5,91) = 11.15, p < .001

F(5,91) = 8.73 , p < .001

F(5,91) = 10.66, p < .001

a

Cognitive subscales of the AQ-24 as focal predictor variables: X1 = Blame, X2 = Manipulation, X3 = Risk
Emotional subscales of the AQ-24 as mediator variables: M1 = Fear, M2 = Anger, M3 = Sympathy
c
Behavioural subscales of the AQ-21 as outcome variables: Y1 = Coercion Segregation, Y2 = Helping
W= vignette as moderator variable
*
p <.05, ** p <.01, *** p <.001
b
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3.4

DISCUSSION

The findings indicated that contextual and inferred motivational cues of selfharm not only influenced the cognitive, emotional, and behavioural responding of
participants towards self-harm behaviour, but there also appeared to be a differential
relationship between gatekeeper appraisals, staff attitudes towards self-harm and
stigmatising responses associated with the perceived motivation of the self-harm
behaviour depicted.
Findings related to the cognitive, emotional and behavioural variables of the AQ
provided general support for the Attribution Model of Public Stigma (Corrigan, 2003).
One interesting exception to this were the findings related to the association between
sympathy and endorsement of coercive/segregating responses. The Attribution model
predicts that sympathy decreases the endorsement of coercive/segregating responses.
Studies examining the Attribution model in relation to responses to self-harm behaviour
in both student and general population samples support this prediction (Lloyd et al.,
2018; Neilsen & Townsend, 2017; Law et al., 2009). In the current study however, this
relationship was reversed in the intrapersonal vignette condition. Student populations in
previous studies include first-year undergraduate psychology students (Lloyd et al.,
2018), as well as students from other discrete fields of study including nursing,
medicine, and physics (Law et al., 2009). It is worth noting that to our knowledge, the
present study is the first to examine this model using a trainee-teacher sample that are
post-graduate students who also have a minimum level of practical experience in
schools. These results may suggest a pattern of responses specific to trainee teachers.
Additionally, in the related mediation analyses, perceived risk significantly
predicted greater sympathetic responding. Whilst the relationship between perceived
risk and sympathetic responding towards self-harm was no longer significant following
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conservative Bonferroni adjustments, it is worth further consideration and future
examination, given that intrapersonal functions of self-harm are far more prevalently
endorsed as a purpose of self-harm behaviour (Nock, 2009). A potential explanation
may lie in differences in the reasonableness of coercive and segregating strategies
dependent on context. With a large student-to-teacher ratio, authoritative relationship
dynamics, and expectations of compliance, coercive and segregating strategies may be
more normalised within school contexts. Further, a teacher may be more likely to
approach a situation involving self-harm behaviour from a risk-mitigation perspective
that draws into contrast protecting the wellbeing of a cohort of students (e.g. from a
‘contagion effect’), with protecting the wellbeing of an individual student by using less
segregating methods. These findings make sense when considering a broader discourse
regarding self-harm and ‘social contagion’ within the school environment (Jarvi, et al.,
2013). It is important to note that use of the term ‘contagion’ is contentious due to its
tendency to elicit connotations of disease that further exacerbate existing stigmatizing
responses (Marsh & Shanks, 2014). In acknowledgement of this issue the term ‘social
tranmission’ will be used in place of the wide-spread use of the term ‘social contagion’.
Jarvi and colleagues highlight the apparent tensions faced between school staff seeking
ways in which to address the growing issue of self-harm behaviour in schools, and fear
of iatrogenic effects of discussing self-harm with adolescents prevalent in the literature
surrounding social transmission. Between group analyses supported the view that when
the motivational cues provided indicate that self-harm behaviour is socially motivated,
this appears to align with stereotypical views of socially-motivated self-harm as
manipulative (Knowles et al., 2013).
3.4.1

Limitations
The sample was relatively small and limited to a single university population
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potentially limiting the generalisability of the findings. However, the similiarity
between the general trends within our data and previous studies across our measures,
give us confidence that our sample shares similarities with the general population.
The current study did not examine the potential presence / absence of
participants’ own self-harm history. It reasonable to expect that personal experience
with self-harm behaviour may shape beliefs about and responses to self-harm behaviour
in others. Whilst a measure of participants’ familiarity with the self-harm behaviour of
others, was included, this did not include an item related to participants’ own past selfharm behaviour.
Additionally, the vignettes used in the current study were developed based on
traditional guidelines within the attribution model literature and are comparable to
previous studies using vignette references (Corrigan et al., 2003; Law et al., 2009;
Nielsen & Townsend, 2017; 2018). However, Nielsen and Townsend have noted the
limitations in the use of vignettes for establishing motivational cues, given the limited
information presented to participants that may not have fidelity with the quality and
quantity of information available to those in a position to interact with an individual
engaging with self-harm. In short, vignettes may not capture the potential for more
detailed or nuanced information in real life situations. However, the minimal
information provided in the vignettes of the current study may reflect the realities of
many schools where there are high student to staff ratios, and where access to extensive
information about a specific student may be limited.
3.4.2

Implications
These findings have implications for both schools and teaching programs

attempting to understand and improve teachers’ attitudes and gatekeeper responses for
YPS-H. Further, these findings also demonstrate theoretical application of the
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attribution model of public stigma. Whilst Nielsen and Townsend (2017; 2018) offered
important findings regarding the application of the Attribution Model in understanding
public stigma responses towards adolescents who self-harm, to our knowledge this is
the first study to extend this to a teacher sample, as well as to examine teacher-specific
variables relevant to their responding to YPS-H. A novel finding relates to how this
teacher sample deviates from the general population in their public stigma responses.
The current findings suggest that teachers endorse more coercive and segregating
responses mediated by anger and anxiety. Previous research and interventions have
focused on staff knowledge and attitudes in order to explore gatekeeper responses to
self-harm (Burnette et al., 2015). These findings indicate that affective responses of
school staff might prove a useful target for both future research and school-based
interventions. For example future research might explore interventions that identify and
challenge the cognitions that precipitate negative affective responses in school staff
towards self-harm. Mindfulness-based interventions tailored for school staff in
responding to self-harm may prove another pathway for empirical investigation.
Mindfulness-Based Stress Reduction courses adapted for teaching staff have shown
promising results in reducing cortisol and increasing self-compassion (Flook et al.,
2013), as well as increasing positive affect and reducing negative affect (Tsang et al.,
2021).
Surprisingly, there were also small relationships between perceived risk and
sympathy responses and the endorsement of coercion / segregating responses, when
self-harm was hidden. This may reflect differences in school contexts where the dual
responsibility for safety of the student and other students is high. It could be speculated
that in such instances, more restrictive coercion/segregation responses are likely to be
adopted. It might also be the case that traditional understandings of stigmatising
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responses in the general community such as coercion / segregation, align more closely
with what are deemed protective responses from school staff / within a school context.
The current findings may also indicate that early career / trainee teachers engage in
more conservative, risk averse responding. Current research indicates that gatekeeper
programs alone are not sufficient to increase gatekeeper behaviour, but importantly go
some way in improving participants’ self-efficacy in gatekeeper responding (Mo et al.,
2018). Taken together with the current findings, teacher training programs may benefit
from including an explicit component covering gatekeeping-related aspects of teachers’
roles and providing clear guidelines regarding responses to self-harm behaviours in
schools.
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3.5

SECTION SUMMARY

This aim of this study was firstly to explore the relationships between gatekeeper
perceived preparedness, efficacy, and reluctance to perform gatekeeper roles, staff
attitudes and stigmatising responses to self-harm. Secondly, this study investigated a
multi-dimensional model of Public Stigma encompassing cognitive, emotional, and
behavioural responses to self-harm, and the associated influence of contextual cues on
stigmatising responses (via vignettes depicting self-harm as either ‘hidden’ or
‘displayed’). Trainee teachers’ gatekeeper attributes and their staff-related attitudes
towards self-harm were found to be related to their cognitive, emotional, and
behavioural responses to self-harm. Further, these relationships would appear to be
influenced by the inferred motivation of self-harm that they are presented with. The
findings of the current study also provided support for the application of the attribution
model of public stigma in a sample of trainee-teachers.
It is noted that the findings from Study 1 and Study 2 are limited by the reliance
on self-report measures. As discussed in chapter 1, a reliance on self-report measures of
similar format raises uncertainty about the effects of both social desirability on
responding and the potential influence on the findings of shared method variance. For
this reason, the next study will examine the utility of a novel psychophysical response
task approximating help-provision intentions. Turner et al.’s (2021) Computer
Response Task (CRT) uses psychophysical responses to produce participant threshold.
Turner and colleagues’ pilot of this CRT has shown promise in assessing help-seeking
for self/ help-provision for others. The CRT requires specialist software to collect
participant data, and subsequently a more accessible university student sample that
were available to complete the study in a computer laboratory was targeted.
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CHAPTER FOUR

STUDY 3 - BELIEFS ABOUT THE FUNCTION OF SELF-HARM AND
STIGMATISING RESPONSES: TESTING THE ATTRIBUTION MODEL
AND A NOVEL PSYCHOPHYSICAL RESPONSE MEASURE

This chapter has been submitted and is under review with a journal. Minor
modifications to the submitted paper were made to adapt to the thesis review process.

Dawson, K., Deane, F. P., & Miller, L. M. (under review). Beliefs about the function of
self-harm and stigmatising responses: Testing the attribution model and a
novel psychophysical response measure. Manuscript submitted for publication
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ABSTRACT
This study examined the relationship between pre-existing beliefs regarding the
functions of self-harm and both helping and discriminatory responses. We explored
helping/discriminatory responses to self-harm and compared these with a novel
psychophysical measure that generated thresholds for intending to help based on the
frequency of self-harm behaviours (scratches) presented. Participants were 237
university students who were randomised to receive one of three vignettes depicting
self-harm. Vignettes depicted self-harm as either hidden or displayed with a third
control condition where no information about showing the self-harm was provided
(control). The vignettes aimed to infer either an interpersonal (displayed) or
intrapersonal (hidden) motivation (vs the control). Participants completed
questionnaires assessing responses towards the vignette, help-seeking attitudes, beliefs
about the functions of self-harm, and a computer-based task assessing helpingintentions for self-harm. Results indicated that stronger beliefs that self-harm had
interpersonal functions were related to more discriminatory responses to self-harm
(e.g., blame, anger, coercion, and reduced helping). Conversely, beliefs that self-harm
has intrapersonal functions were related to less discriminatory responses. Participants’
helping/discriminatory responses to self-harm were consistent with the attribution
model of stigma (Corrigan et al., 2003), and also supported a parallel ‘danger-appraisal’
hypothesis wherein discriminatory responses related to perceptions of dangerousness
are mediated by fear, rather than personal responsibility beliefs. There were no
significant differences in either helping thresholds or helping/discriminatory responses
between vignette conditions. Overall, 40.5% of participants produced a helping
threshold, with an average of 2.6 scratches required before meeting the threshold of
endorsing help-seeking for the self-harm depicted. Unexpectedly, participants’
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thresholds were not significantly correlated with other measures of help-seeking
attitudes or helping/discriminatory responses. These results suggest that beliefs
regarding the functions of self-harm account for significant variance in helping and
discriminatory responses to self-harm. Future research needs to further clarify how
these beliefs might negatively influence helping responses in community settings such
as schools.
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4.1

INTRODUCTION

Self-harm is a serious health issue globally. In Australia, lifetime prevalence
rates of self-harm are 11.6% to 16.6% for young people aged 15 to 19 years, and 18.1
to 24.4% for young people aged 20 to 24 years (Martin, et al., 2010). These rates are
similar to international findings (Lim et al., 2019; Muehlenkamp et al., 2012). A
systematic review of 90 studies across Europe found that suicide risk following selfharm was far higher than in the general population (Owens et al., 2002). This is
alarming when considered in light of findings that the majority of young people
experiencing suicidal ideation or self-harm do not seek professional help. Instead, these
young people tend to seek help from informal sources, such as peers and family
members (De Leo & Heller, 2004; Michelmore & Hindley, 2012).
There is a growing literature base investigating the help-seeking intentions of
those who self-harm (Deane & Todd, 1996, Doyle et al., 2015; Evans et al., 2005;
Turner et al., 2021). There are comparatively few studies investigating the intentions of
others to provide help to those who self-harm (Klonsky, 2007). Literature concerning
the extent to which informal sources, such as peers and family, are able to identify and
assist those who self-harm in accessing help is especially sparse. Consequently, there is
a clear gap in the knowledge of the factors that influence these informal sources in their
intentions to support those who self-harm to seek appropriate help.
Included amongst the factors thought to be influential in increasing intentions to
support help seeking for others in the context of self-harm behaviours is the perceived
function of the self-harm behaviour (Heath, et al., 2011; Klonsky, 2007; Newton &
Bale, 2012), and stigma towards the behaviour (Corrigan & Shapiro, 2010; Law, et al.,
2009; Reynders, et al., 2014; Yap, et al., 2011). Two broad functions of self-harm have
been proposed: interpersonal functions (self-harm motivated towards interpersonal
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goals, such interpersonal influence) and intrapersonal functions (self-harm motivated
towards internal goals, such affect regulation) (Klonsky, 2011, Nock & Prinstein,
2004). These two functions have been applied to examine the attributions made by
others about the functions of self-harm behaviour (Dawson et al., 2021), but there are
few studies that examine how others understand self-harm behaviour (Klonsky, 2007).
Studies that do examine the perceptions of others largely tend to examine the accuracy
of those perceptions, rather than the influence of such perceptions on their behaviour
(Dawson et al., 2021; Long et al., 2013). A qualitative study of justice staff perceptions
of young offenders’ self-harm behaviour, found that staff held dismissive attitudes
towards the self-harm when it was perceived to be socially motivated (i.e., having an
interpersonal function, Knowles et al., 2013). In this study, respondents equated
socially motivated self-harm behaviour with less emotional distress than self-harm
behaviour perceived to be internally motivated. Staff responses indicated a thorough
understanding of the intrapersonal functions of self-harm, which they endorsed as
“genuine”, but they interpreted interpersonal functions as manipulative and attentionseeking. Further, the authors found greater stigmatising responses to individuals whose
self-harm behaviour appeared to be socially motivated. Participants in this study
reported greater concerns and intentions to provide support to the young people with
perceived intrapersonally-motivated self-harm behaviour (Knowles et al., 2013).
This stereotypical perception of self-harm as attention-seeking was evident
across studies involving a range of healthcare professionals (Emerson, 2010; Hadfield
et al., 2009; Long et al., 2013; Newton & Bale, 2012). There is preliminary evidence
suggesting that perceived functions of self-harm may affect helping behaviour and
intentions (e.g., Knowles et al., 2013) but, these findings are far from conclusive.
Further, such findings are limited to the perceptions of professionals, who tend to be the
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end-point of the help seeking process. Peers are often the first to become aware of selfharm or are at least likely to be able to assist earlier in the help seeking sequence
(Michelmore & Hindley, 2012). There is a need to examine how the peers of young
people who engage in self-harm perceive the self-harming behaviour, and how this
perception and other attitudes influence their helping intentions.
Stigma can have a negative impact on help-seeking intentions towards others
(Law et al., 2009; Link & Phelan, 2006; Penn & Wykes, 2003; Yap et al., 2013).
Stigma is an attribute applied to an individual or group through the process of negative
evaluations and stereotypes, resulting in the devaluation of their identity within their
social context (Major & O’Brien, 2005). Corrigan (2004) suggested that stigma is
largely implicated in the disparity between people who require mental health support,
and those who seek it. Relative to this disparity are two types of stigma: self-stigma and
public stigma. Self-stigma is defined as the “perception held by the individual that
he/she is socially unacceptable” (Nam et al., 2013, p. 40), whereas public stigma is
defined as “the perception held by a group or society that an individual is socially
unacceptable” (Nam, et al., 2013, p. 40.). Whilst self-stigma has been found to play an
important role in the help-seeking of individuals who self-harm, the focus of the current
study is on examining variables that could influence the intentions of peers to support
help-seeking in those who self-harm. Therefore, in the current study, stigma refers to
public stigma unless otherwise specified. In Corrigan et al.’s (2003) attribution model
of public stigma towards people with mental illness, the authors argue that public
stigma mediates individuals’ responses to a hypothetical other on a continuum from
discriminatory behaviour (in a context of high levels of public stigma) to helping
behaviour (in a context of lower public stigma). Broadly, Corrigan et al.’s (2003) model
outlines the relationship between causal attributions such as controllability and
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responsibility for mental illness, and other variables including familiarity with mental
illness, perceived dangerousness, affective responses such as fear and anger, and their
relationships with rejecting or helping responses. Corrigan et al. posit that individuals
make attributions about the cause of an individuals’ behaviour, and these attributions
are intimately linked with an existing stereotype about that behaviour such as, how
controllable the behaviour is. From these attributions, individuals make decisions about
the personal responsibility for that behaviour. The authors then posit that this
perception of responsibility prompts affective responses to the behaviour such as anger
or fear, and these responses in turn influence the individual’s response in terms of
rejecting or helping behaviour. (see Figure 4.1).
Figure 4.1
Model of Attribution and Danger Appraisal Processes in Public Stigma of Mental Illness,
adapted from Corrigan et al. (2003)
Controllability

Personal
Responsibility
Beliefs

Anger
Fear
Pity

[cognitive response]

Helping /
rejecting
[behavioural
responses]

[emotional responses]

Dangerousness

Law et al. (2009) applied Corrigan et al.’s (2003) model of public stigma to
investigate the differences between how healthcare and non-healthcare students
perceive and respond to adolescent self-harm behaviour. Students who felt that the
hypothetical other had greater responsibility for their self-harm, reported increased
feelings of anger towards them, which was in turn associated with an increased
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perception of the self-harm behaviour as manipulative, and they reported less
willingness to help the hypothetical other. These findings require replication and
extension to assess the relationships between perceived functions of self-harm, affective
and helping responses.
In addition to exploring factors that influence support for help-seeking of others
who self-harm, there is also the opportunity to make methodological improvements.
Corrigan and Shapiro (2010) recommended that future research consider obtaining
information from multiple measurement domains, with particular emphasis on
behavioural methods. This is particularly important given the reliance of prior help
seeking research on self-report only that results in high levels of shared method
variance (Orth, 2013). Shared method variance relates to variance that is attributable to
the measurement method instead of the measurement of the variable of interest
(Podsakoff, et al., 2003). Shared method variance is especially problematic when data
is obtained for both the predictor and criterion variables from the same participant, in
the same context, using the same format of response (Podsakoff, et al., 2003).
The use of alternate methods of measurement is considered a superior approach
to this problem compared to various types of statistical control that have been proposed
(e.g. they risk masking true relationships between variables) (Podsakoff et al., 2003).
Turner et al., (2021) developed an experimental approach to assess help-seeking
responses to self-harm behaviour for both self and others, using a behavioural task
paradigm. This approach shows promise in revealing closer approximations to the
desired help-intention behaviour than only using self-report measures. This approach
also greatly reduces the impact of shared method variance by using a different measure
of the criterion variable (behavioural response), to that of the predictor (self-reported
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attitudes). The current study will use the behavioural task paradigm to capture
intentions to support the help seeking of others.
Given that young people who engage in self-harm behaviour typically seek help
from informal sources such as their peers, a greater understanding of what influence
responses from these sources is required. Drawing on previous literature, the current
study focuses on the perceived function of the self-harm behaviour in others, and
associated stigma towards the self-harm behaviour.
4.1.1

Current Study
The current study aims to explore the relationships between stigma related to

self-harm, beliefs about the functions of self-harm, familiarity with self-harm behaviour
in others, and help-seeking attitudes. The current study will also examine whether
differences in a vignette depicting a student who either displays their self-harm
behaviour, hides their self-harm behaviour, and a vignette depicting self-harm with no
additional information, is associated with different responses towards self-harm.
Finally, whether or not these variables are related to measurements from a behavioural
task aimed at capturing beliefs that others should seek professional help in response to
different levels of self-harm will be assessed.
To address these aims, help-seeking attitudes and intentions will be measured by way
of self-report questionnaires in addition to the behavioural experimental data. In this
study self-harm behaviour is represented by self-cutting, due to this being one of the
common forms of self-harm (Jacobson & Gould, 2007). Stigma related to students’
help-seeking behaviour will be investigated in two ways in the proposed study. First,
the relationship between participants’ existing beliefs regarding the function of selfharm and stigmatising cognitive, emotional, and behavioural responses towards selfharm will be explored. Secondly, an experimental manipulation of contextual cues
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related to self-harm (‘displayed’, ‘hidden’, and ‘control’ vignettes) will be included to
determine whether limited information inferring the function of self-harm influences
participants’ helping responses. Finally, the study will also explore the relationships
between participants pre-existing attitudes towards help-seeking, previous experience
with others exhibiting self-harm behaviour with help seeking support for others.
4.2
4.2.1

METHOD

Participants and Procedure
The study followed a protocol approved by the Institutions Human

Research Ethics Committee (HE14/378). Participants’ responses / data were deidentified to ensure participants’ anonymity. Informed consent was obtained from all
individual participants who were able also able to withdraw from the study at any time.
All participants were studying foundational psychology as part of their course and were
recruited from the undergraduate student research participation pool. Participation was
voluntary with participants receiving course credit for participation (with the
opportunity to undertake an alternate task if they did not wish to participate in
research). A total of 238 participants, aged between 18 and 50 years old were invited to
complete questionnaires regarding their beliefs and attitudes regarding non-suicidal
self-harm behaviour, and take part in a computer-task detailed below. No participants
recruited for the study chose to decline or withdraw from participation.
Participants were randomly allocated to one of six groups that involved the
assignment to one of the three vignette conditions, and within each vignette condition
being assigned into one of two counterbalanced versions to control for potential order
effects. Specifically, counterbalancing occurred by having the questionnaires
administered either prior to, or following, the computer task (and public stigma
questionnaire). This counterbalancing controlled for potential order effects whereby
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information provided in the vignettes could influence participants’ beliefs regarding the
functions of self-harm behaviour and help-seeking attitudes (or vice-versa). The order
of the public stigma questionnaire was not counterbalanced and was administered
following the presentation of vignettes and computer task to determine whether
different vignettes had an effect on stigma related responses. See appendices for a
diagram of the procedure.
4.2.2

Measures and Apparatus

4.2.2.1 Background information
General demographic information including age and sex, was collected using a
brief Background Information questionnaire for all participants in the study. This
information is presented in Table 4.1.
Table 4.1
Demographic Information of Participants

Age years

Group

Displayed

Hidden

Control

n (%)

81 (34.0)

79 (33.2)

78 (32.8)

18 - 24

75 (35.2)

68 (31.9)

70 (32.9)

25 - 34

2 (13.3)

6 (40)

7 (46.7)

35 - 44

4 (50)

3 (37.5)

1 (12.5)

44+
Sex

2 (100)

Full Sample
238
213 (89.5)
15 (6.3)
8 (3.4)
2 (0.8)

Female

52 (31.1)

51 (30.5)

63 (37.7)

Male

28 (39.4)

28 (39.4)

15 (21.1)

167 (70.2)
71 (29.8)

4.2.2.2 Inventory of Statements about Self-Harm (ISAS, Klonsky & Glenn, 2009).
The ISAS contains 39 items that represent 13 potential functions of self-harm:
Affect Regulation, Interpersonal Boundaries, Self-Punishment, Self-Care, AntiDissociation/Feeling-Generation, Anti-Suicide, Sensation-Seeking, Peer-Bonding,
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Interpersonal Influence, Toughness, Marking Distress, Revenge, and Autonomy. Each
function is captured by three items rated on a 3-point scale as ‘0 – not relevant’, ‘1 –
somewhat relevant’, or ‘2- very relevant’. Thus, scores for each function can range
from 0 to 6. The 13 functions can further be collated into the two sub-groups of
intrapersonal (i.e., self-harm undertaken for reasons focussed on the self and includes
functions such as affect regulation and self-punishment) and interpersonal functions
(i.e., self-harm undertaken for reasons focussed on the social environment, including
functions such as interpersonal influence and peer bonding), by averaging the scores
from relevant subscales (Klonsky, et al., 2015). The two-factor structure of the ISAS
has shown strong internal consistency across studies with reported coefficient alphas
for the Intrapersonal and Interpersonal scales being .80 and .88, respectively (Klonsky
& Glenn, 2009; Kortge, et al., 2013). The ISAS function scales also have acceptable
test-retest reliability with a median correlation of .59 across the 13 individual functions,
.60 for the intrapersonal scale, and .82 for the Interpersonal scale (Glenn & Klonsky,
2011; Klonsky & Glenn, 2009). Originally, the ISAS was designed for participants who
reported self-harm to endorse the functions of their own self-harm behaviour. In the
current study, an adapted version was used where participants were asked to respond to
each item in relation to their perceptions of others’ self-harm (see Dawson et al., 2021).
The original version’s wording: ‘When I self-harm, I am…’ was modified to ‘When
others self-harm, they are…’. Reliability analyses showed acceptable internal reliability
with the overall scale having a Cronbach alpha of .92. The two subscales of the ISAS
(Interpersonal / Intrapersonal) also showed strong internal consistency with Cronbach
alphas of .90 for the Interpersonal scale and .86 for the Intrapersonal scale.
4.2.2.3 Attribution Questionnaire-21 (AQ-21, Corrigan et al., 2003).
The AQ-21 is a 21- item modified version of Corrigan et al.’s (2003) scale that
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assesses attitudinal, emotional, and behavioural components of Public-Stigma. The term
“mental illness” which was the original target of public stigma was replaced with the
term “self-harm” for the purposes of the current study. The AQ-21 assesses attitudes
towards self-harm behaviour of a vignette character (see ‘vignettes’ below). The scale
includes six subscales across the cognitive, emotional, and behavioural dimensions of
the Public-Stigma model. Each item is rated on a semantic-differential 9-point Likertscale. These subscales are: Personal Responsibility Beliefs (Blame- 3 items; e.g., “How
responsible, do you think, is Sam for her present condition?” Sympathy ( 3 items; e.g.,
“I would feel pity for Sam”), Anger (3 items; e.g., “I would feel aggravated by Sam”),
Anxiety (4 items; e.g., “How frightened of Sam would you feel”), Helping ( 4 items;
e.g., “How certain would you feel that you would help Sam?”), and CoercionSegregation (4 items; e.g., “How much do agree that Sam should be forced into
treatment with her doctor even if she does not want to”). Each of the scales has shown
acceptable to high reliability, varying between .60 and .96 (Corrigan et al., 2003).
4.2.2.4 Vignettes
Two vignettes were designed to infer different attributions of the function of
self-harm as either interpersonal (i.e. undertaken for relational or external reasons), or
intrapersonal (i.e. undertaken for reasons within an individual), against a control
condition (i.e. no contextual information provided). This approach provided an
ecologically valid scenario of a first-response to signs of self-harm in a peer-related
non-healthcare setting (i.e. where the information about the person is more likely to be
relational, rather than clinical). For this reason, the information provided in the
vignettes are limited to visual cues (i.e. whether the self-harm is hidden, displayed, or
no visual information provided), and aspects of intention of the behaviour (e.g. “you
believe she does/not want others to see the cuts”). The stated perceptions of motivation
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within the vignettes were kept ly broad so as not to prime a specific function but instead
aimed to capture a more general interpersonal/intrapersonal distinction.
‘Displayed’ Vignette:
“Your good friend Sam is an 18 year old female currently studying her first year
of an undergraduate degree at university. You notice that she has multiple straight cuts
and scratches along the inside of her forearms that are intentionally caused. She makes
no attempt to hide or disguise these marks, and usually wears short sleeved tops that
tend to draw attention to them. You believe that she wants others to see the cuts.”
‘Hidden’ Vignette:
“Your good friend Sam is an 18 year old female currently studying her first year
of an undergraduate degree at university. You notice that she has multiple straight cuts
and scratches along the inside of her forearms that are intentionally caused. She
attempts to hide or disguise these marks and usually wears long-sleeved tops in order
not to draw attention to them. You believe that she does not want others to see the
cuts.”
‘Control’ Vignette:
“Sam is an 18 year old female currently studying her first year of an
undergraduate degree at university. You notice she has multiple straight cuts and
scratches visible along the inside of her forearms that are intentionally caused.”
4.2.2.5 Analogue Computer Response Task (CRT, Turner et al., 2021)
Turner et al.’s (2021) analogue Computer Response Task (CRT), is a
behavioural response method that was used in the current study as a novel estimate of
help-seeking for another’s self-harm behaviour. See Appendix 6.2 for full details of the
CRT. Participants first viewed a reference photograph of a scratch/cut on a person’s
wrist. They then had graphic displays presented on the computer monitor which
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displayed a picture of an arm that had between 1 and 10 scratches. Severity of selfharm can be encompassed by a number of factors. In this task the range of intensity or
severity of the self-harm behaviour is represented by the number of scratches. There
were 100 presentations (10 of each stimulus) which were randomised. Along with each
stimulus presentation, participants were asked to indicate either ‘yes’ or ‘no’ as to
whether the depicted subject “should seek professional help for their self-harm”. The
proportions of ‘detected’ or ‘non-detected’ responses for each stimulus level (ranging
from 1 cut to 10 cuts) were calculated and plotted. For this study, ‘detected’ responses
were represented by indications of help-provision intentions or ‘yes’ responses when
the stimulus elicited a help-provision response. Conversely, ‘non-detected’ responses
were represented by indications of help-avoiding intentions or ‘no’ responses; wherein
the stimulus did not elicit a help-provision response. From these responses the value of
the absolute limen (threshold) is derived, where the threshold is measured as the level
of the stimulus at which a ‘detected’ response is elicited in 50% of the presentations
within the trial. For this study, participants’ thresholds represented the lowest intensity
of perceived self-harm (represented by the least number of displayed cuts), that elicited
consistent ‘help-provision’ responses (i.e. ≥ 50%). Randomisation of the presentation
stimuli consistent with the Method of Constant Stimuli (Rajamanickam, 2002) aims to
eliminate errors of habituation, and errors of anticipation.
4.2.2.6 Familiarity with Deliberate Self-Harm Questionnaire (Familiarity scale;
Corrigan et al., 2003)
The Familiarity scale is a 7-item scale variation of Corrigan et al.’s (2003)
Familiarity with Mental Illness questionnaire, where the term ‘Mental Illness’ has been
replaced with ‘self-harm’. The Familiarity scale lists several situational instances of
contact with individuals who engage in self-harm, for example, “I have a relative who
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has engaged in self-harm”. Participants were instructed to indicate which situations
listed, if any, they have encountered in their past. Responses are then coded either yes:
1 or no: 0. Higher scores are associated with increased familiarity with self-harm. The
items were summed to form an index that can range from 0 to 7. Corrigan et al. report
that the Familiarity Scale has an acceptable alpha reliability of .62.
4.2.2.7 General Help-seeking Questionnaire (GHSQ; Wilson, Deane, Ciarrochi, &
Rickwood, 2005).
The current study used a 10-item version of the GHSQ that assesses helpseeking intentions for personal or emotional problems using a 7-point Likert scale (1 =
extremely unlikely to 7 = extremely likely) in which respondents indicate how likely it
is that they would seek help from a range of sources (formal and informal) for a
personal or emotional problem, as well as including a negatively coded item for
participants to rate how likely it is that they “would not seek help from anyone”. The
GHSQ has shown good test-retest reliability (.86) and Cronbach’s alpha has been
reported at .70 (Wilson et al., 2005).
4.2.2.8 Attitudes Toward Seeking Professional Psychological Help Scale- Short Form
(ATSPPHS-SF; Fischer & Farina, 1995).
The ATSPPHS-SF is a 10-item scale designed to measure attitudes towards
seeking professional help for psychological problems. Each item is rated on a 4-point
Likert scale (e.g. 1 = Disagree, 2 = Partly disagree, 3 = Partly agree, 4 = Agree), with
higher scores reflecting a more positive attitude. The scale has been found to have strong
psychometric properties, with an alpha of .84 and test–retest reliability of .80 over a 4week interval (Fischer & Farina, 1995).
4.2.3

Data Screening and Analysis
All analyses were conducted using IBM SPSS V 27 and PROCESS V4 (Hayes
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2017). There were no missing data, and following the removal of one multivariate
outlier, there were no univariate outliers (N = 237). A power analysis (alpha of .05;
power of .80; small effect size of .15) was conducted for multiple regression. The
analysis indicated a minimum sample size of 118 was required for the multivariate
analyses, making the current sample adequate (Stevens, 2002). Assumptions of
homogeneity of variance-covariance matrices, were satisfactory. The assumption of
normality was violated for the AQ21 subscales and threshold data, therefore nonparametric analyses were conducted where applicable. A Kruskal Wallis test of age
and indicated no significant differences between vignette conditions. A Chi Square test
of gender by vignette indicated that the control condition had marginally more female
participants than the other vignette conditions (c2 = 5.98, p = .05).
To examine order effects based on the counterbalancing condition, a MannWhitney nonparametric test was conducted for the Interpersonal (ISASinter) and
Intrapersonal (ISASintra) subscales of the ISAS. No statistically significant order effect
was found on either ISASinter U = 6409.5, z = -1.16, ns, or the ISASintra, U = 6525.5, z =
-0.91, ns. The relationships between pre-existing beliefs about self-harm (as measured
by the ISAS), familiarity with self-harm behaviour, the cognitive, emotional, and
behavioural variables outlined in the attribution model (as measured by the AQ
variables), and participants’ helping thresholds were examined by Spearman’s Rho
correlations. A series of Kruskal Wallis tests were conducted to detect between group
effects of the vignette conditions on the AQ variables and helping thresholds. To
explore the Attribution Model and examine the influence of the vignette conditions,
significant relationships were explored with moderated mediation models in PROCESS
V4 using Multivariate bootstrapped (5,000 sample) OLS regressions (Hayes, 2017;
Shrout & Bolger, 2002).
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4.3
4.3.1

RESULTS

Helping Thresholds
As seen in Figure 4.2, overall helping thresholds were asymptotic to 1, with a

greater level of variation between thresholds 1-4. Participants’ threshold responses were
categorised as follows: no threshold observed (i.e., a threshold point of 1, N = 141), and
participants with a threshold (i.e., a threshold point > 1, N = 96). Across the total
sample, the mean absolute limen (threshold) was 1.05 (N = 237). When examining only
participants with thresholds, the average threshold was 2.60 (N = 96). Kruskal-Wallis
tests were conducted to examine differences between threshold categories on helpseeking attitude and intention measures, and are presented in Table 4.2.
A Kruskal-Wallis test was used to compare 237 participants’ mean helping
thresholds following exposure to one of three different vignettes (“Displayed”,
“Hidden” or “Control”), for the purposes of determining whether there is a difference
between helping thresholds based upon vignette condition. The Kruskal-Wallis test
results indicate that there was no statistically significant difference in helping
thresholds based upon vignette condition, H (2) = 1.07, p = .59 (two-tailed). The
analysis was then replicated, excluding individuals without a threshold (<1); leaving 95
participants across the three vignette conditions: Displayed (n = 37), Hidden (n = 26),
and Control (n = 33). Again, there was no significant difference in helping thresholds
based upon vignette condition, H (2) = 0.25, p = .88 (two-tailed). Individuals from the
control group were then removed from the analysis to detect whether there were any
differences between the Hidden and Displayed vignette conditions. A Mann-Whitney U
test was used to compare the helping thresholds of participants primed with the
“displayed” vignette (n =37) to the participants primed with the “intrapersonal” vignette
(n =26). The test was not statistically significant U = 439.00, z = -.59, p = .55.
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Figure 4.2
Helping Thresholds: endorsement of help-provision across levels of self-harm severity

Helping responses
'yes' = 1, 'no' = 0

1.2
1
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0
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8
Severity of self-harm (No. of cuts 1-10)
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Table 4.2
Mean difference between threshold categories on help-seeking attitude and intention
measures (N = 237).
Threshold Category
No Threshold (N=141)

Threshold > 1 (N = 96)

Mean Rank

Mean Rank

p

ATSPPHS

121.34

115.56

.52

GHSQ

122.33

114.11

.36

Helping Measure

ATSPPHS Attitudes Towards Seeking Professional Psychological Help Scale; GHSQ General
Help Seeking Questionnaire.
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4.3.2

Relationships between familiarity with self-harm, existing beliefs and
attitudes, and stigmatising responses to self-harm behaviour
Spearman rho correlations were performed to examine the relationships between

beliefs regarding the function of self-harm (as measured by the ISAS), helping
thresholds (i.e. the existence of a minimum level of self-harm severity required prior to
endorsing helping responses), familiarity with self-harm behaviour (as measured by the
familiarity scale), help-seeking attitudes (as measured by the GHSQ, and ATSPPHS),
and the cognitive, emotional, and behavioural dimensions of the attribution model of
stigma (as measured by the AQ-21) (see Table 4.3).
Familiarity with self-harm was weakly but significantly correlated with lower
endorsement of both Interpersonal and Intrapersonal functions of self-harm, and lower
general help-seeking intentions (for self). General help-seeking intentions (for self)
were also significantly associated with attitudes towards professional help-seeking.
Greater endorsement of Intrapersonal functions of self-harm was associated
with significantly greater sympathy and helping responses, and significantly lower
reported anger and endorsement of coercive strategies. Conversely, greater
endorsement of Interpersonal functions of self-harm was associated with significantly
greater endorsement of blame, sympathy, anger, fear, and coercive/segregating
responses.
Blame was reliably and positively associated with fear and anger responses and
the strength of relationship for these associations was moderate. Blame was also related
to significantly lower helping responses and greater endorsement of coercive strategies.
Greater endorsement of fear and anger were also associated with significantly higher
endorsement of coercive strategies, and significantly lower endorsement of helping
provision. Endorsement of coercive strategies was negatively correlated with helping.
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Table 4.3
Spearman’s Rho Correlations of the Relationship between Familiarity, Perceived Function, Public Stigma, Helping Thresholds, and helpseeking variables, N = 237
M

SD

1

2

3

4

5

6

7

8

9

10

11

12

1. Familiarity a

2.64

1.63

(.62)

2. Interpersonal b

1.76

0.96 -.13*

3. Intrapersonal b

4.15

1.00 -.18** .45***

(.73)

4. Blame c

3.32

1.54

-.06

.24***

-.05

(.72)

5. Sympathy c

7.23

1.48

.06

.14*

.20**

-.09

(.68)

6. Anger c

2.83

1.84

-.05

.14*

-.17**

.41***

-.07

(.89)

7. Fear c

1.79

1.11

-.06

.18**

-.07

.27***

.03

.43***

8. Helping c

6.66

1.67

.02

-.11

.15*

-.28***

.06

-.29*** -.33***

9. Coercion/Segregation c

1.77

1.04

-.06

.15*

-.19**

.32***

.00

.49***

.62***

10. Thresholds d

0.90

0.16

.02

-.04

-.09

.01

.03

-.08

-.01

-.09

-.03

(.82)

11. GHSQ e

3.94

0.87

-.14*

.11

-.07

-.01

-.02

.06

.00

-.03

.01

.05

(.69)

12. ATSPPHS f

30.56 4.93

-.09

.12

.07

.07

.03

.01

-.03

-.03

-.05

.11

.42*** (.73)

(.79)

(.85)
(.76)
-.36*** (.80)

NB. *= p <0.05, ** = p <0.01, *** = p <0.001 (two-tailed). Cronbach alphas reported (in correlation matrix diagonal).
a

Corresponding to the Familiarity with Deliberate Self-Harm Questionnaire; b Corresponding to the subscales of the Inventory of Statements About Self-harm (ISAS); c

Corresponding to the subscales of the Attribution Questionnaire (AQ 21); d Corresponding to the mean threshold data of the computer task; e Corresponding to the General
Help Seeking Questionnaire (GHSQ); f Corresponding to the Attitudes Towards Seeking Professional Psychological Help Scale (ATSPPHS).
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4.3.3

Kruskal Wallis test of vignette condition on AQ scales
Kruskal-Wallis tests were used to compare participants’ stigmatising responses

(AQ variables) by vignette condition (“Displayed”, “Hidden” or “control”). Vignette
condition did not produce differing stigmatising responses.
4.3.4

Attribution Model of Public Stigma Multivariate Analyses
Multivariate bootstrapped (5,000 sample) OLS regressions were conducted to

investigate relationships between the cognitive, emotional, and behavioural stigma
variables identified as associated in the correlational analyses, and the moderating
effect of manipulating the inferred motivation of self-harm (‘Displayed’ vs. ‘Hidden’
vs. ‘Control’ vignettes), on stigmatising responses to self-harm (see Table 4.4). Figure
4.3 presents the Public Stigma regression models with covariates. Pre-existing beliefs
regarding the function of self-harm (‘Interpersonal’ and ‘Intrapersonal’) were
covariates in the regression models. The vignette condition was entered as a moderator
in the regression analyses of these specific cognitive, emotional and behavioural
responses to self-harm. In order to perform the following analyses using a
multicategorical moderator variable, an indicator coding system was used with the
control condition vignette held as the reference. The mediation models for
coercion/segregation and helping responses have been combined and are presented in
Table 4.4.
The first model examined the mediated relationship between blame and
coercive/segregation responses, with sympathy, anger, and fear as mediators. Blame
was significantly and positively related to fear and anger but not sympathy. There was
an effect of vignette on sympathy such that the intrapersonal condition produced greater
ratings of sympathy relative to the control condition, but not the interpersonal
condition. The effect of blame on sympathy was also moderated by vignette condition
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with the association in the intrapersonal condition reliably more negative, and in the
interpersonal condition more negative with marginal significance. Greater endorsement
of Intrapersonal functions was associated with greater sympathy but lower ratings of
anger, while greater endorsement of Interpersonal functions was associated with greater
fear.
Greater anger was marginally associated with greater coercive/segregation
responses (b = 0.07, p =.051) and greater fear was associated with greater
coercive/segregation responses (b = 0.49, p < .001), when controlling for other
variables. The relationship between blame and coercive/segregation responses was not
significant in this regression, however greater endorsement of intrapersonal functions
was related to lower coercive/segregation responses. There was a significant interaction
between blame and vignette condition (F = 3.97, df = 2,229, p < .05) on sympathy
responses, wherein blame was associated with reduced sympathy in both the control
and ‘hidden’ vignette [b = -0.23, 95% C.I. (-.043,-0.03), p < .05] and [b = -0.35, 95%
C.I. (-.057,-0.13), p < .01]. Correspondingly, greater fear was reliably associated with
lower ratings of helping, when all other variables were controlled. The effect of blame
on helping was not reliable when the indirect effect and covariates were considered.
Table 4.5 presents the direct and indirect effects of both moderated mediation models.
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Table 4.4
Moderated Mediation of Public Stigma Model
Sympathy

Anger

Fear

Coercion/Segregation (Yi)

Helping (Yii)

Coeff.

SE

p

Coeff.

SE

p

Coeff.

SE

p

Coeff.

SE

p

Coeff.

SE

p

0.06

0.10

.592

0.59

0.12

<.001

0.29

0.08

<.001

0.11

0.06

.084

0.03

0.12

.781

Sympathy (Mi)

-

-

-

-

-

-

-

-

-

0.02

0.04

.546

0.14

0.07

.067

Anger (Mii)

-

-

-

-

-

-

-

-

-

0.07

0.03

.051

-0.04

0.07

.537

Fear (Miii)

-

-

-

-

-

-

-

-

-

0.49

0.05

<.001

-0.41

0.11

<.001

Intra Vignette (Wi)

1.27

0.54

.020

0.58

0.63

.359

0.57

0.40

.154

0.12

0.30

.692

0.78

0.61

.200

Inter Vignette (Wii)

0.55

0.54

.313

0.53

0.63

.403

0.23

0.40

.572

0.36

0.30

.234

0.36

0.60

.549

X x Wi

-0.41

0.15

.007

-0.21

0.18

.240

-0.17

0.11

.123

-0.04

0.08

.604

-0.32

0.17

.062

X x Wii

-0.28

0.14

.050

-0.16

0.17

.330

-0.14

0.11

.203

-0.07

0.08

.420

-0.14

0.16

.398

ISAS Inter (cov)

0.17

0.11

.127

0.16

0.13

.232

0.19

0.08

.025

0.09

0.06

.136

-0.15

0.13

.240

ISAS Intra (cov)

0.23

0.10

.031

-0.34

0.12

.007

-0.09

0.08

.223

-0.17

0.06

.006

0.20

0.12

.097

Constant

5.94

0.55

<.001

2.00

0.65

.002

0.95

0.41

.021

0.66

0.38

.083

5.97

0.76

<.001

Blame (X)

R2 = 0.126

R2 = 0.219

R2 = 0.138

R2 = 0.462

R2 = 0.176

F(7,229) = 4.73, p <.001

F(7,229) = 9.16, p <.001

F(7,229) = 5.21, p <.001

F(10,226) = 19.43 , p < .001

F(10,226) = 4.82 , p < .001

Note. For vignette conditions Wi and Wii, the control vignette is the reference category using indicator coding.
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Figure 4.3.
Moderated Mediation Models of Public Stigma
XWi
XWii

Blame
´Vignette f
**

*

XWi,Mi = -.41
XWi,Mii = -.21
XWi,Miii = -.17

Wi
Wii

XWi, Yi = -.04
XWii, Yi = -.07

XWii,Mi = -.28
XWii,Mii = -.16
XWii,Miii = -.14

XWi, Yii = -.32
XWii, Yii = -.14
Wi, Yi = .12
Wii, Yi = .36
Wi, Yii = .78
Wii, Yii = -.36

Vignettes a
Wii,Mi = .55
Wii,Mii = .53
Wii,Miii = .23

X

Blamed

Wi,Mi = 1.27*
Wi,Mii = .58
Wi,Miii = .57

Mi
Mii
Miii

Mi = .06
Mii = .59***
Miii = .29***
Mi = .17
Mii = .16
Miii = .19*

Cov1
Cov2

Emotional
Responsesb

Mi, Yi = .02
Mii, Yi = .07
Miii, Yi= .49***
Mi, Yii = .14
Mii, Yii = -.04
Miii, Yii = -.41***

Yi = .11
Yii = .03
Mi = .23*
Mii = -.34**
Miii = -.09

Yi = -.09
Yii = -.15
Yi = -.17**
Yii = .20

Interpersonal Beliefs e
Intrapersonal Beliefs e

a

Wi = ‘Displayed’ vignette with control vignette as reference, Wii= ‘Hidden’ vignette with control vignette as reference
Emotional subscales of the AQ-21 as mediator variables: Mi = Sympathy, Mii = Anger, Miii = Fear
c
Behavioural subscales of the AQ-21 as outcome variables: Yi = Coercion Segregation, Yii = Helping
d
Cognitive subscale of the AQ-21 as focal predictor variable: X = Blame
e
ISAS subscales held as covariates in moderated mediation models: Cov1 = Interpersonal beliefs, Cov2 = Intrapersonal beliefs
*
p <.05, ** p <.01, *** p <.001
b
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Coercion
Segregation /
Helpingc

Yi
Yii

Table 4.5
Conditional direct and indirect effects in moderated mediation models at different levels of the moderator
Helping (Yii)

Coercion /Segregation (Yi)
Blame (X)

Vignette

b

[95% C.I.]

X / Mi

b

[95% C.I.]

X / Mii

b

95% C.I.

X / Miii

b

X

[95% C.I.]

b

[95% C.I.]

X / Mi

b

95% C.I.

X / Mii

b

95% C.I.

X / Miii

b

95% C.I.

Control

.11 [-.014, .228]

<.01 [-.008, .013]

.04* [.002, .079]

.14* [.039, .277]

.03

[-.207, .275]

.01 [-.018, .043]

-.03 [-.104, .054]

-.12* [-.228, -.031]

Hidden

.04 [-.074, .157]

-.01 [-.032, .015]

.03* [.001, .058]

.06 [-.016, .167]

-.10 [-.331, .127]

-.03 [-.103, .010]

-.02 [-.071, .036]

-.05 [-.144, .009]

Displayed .06 [-.063, .189]

-.01 [-.041, .022]

.03* [.002, .061]

.08* [.015, .164]

-.28* [-.533, -.031]

-.05 [-.131, .016]

-.02 [-.079, .040]

-.06* [-.140, -.011]

X = focal predictor variable, M = mediator variables where Mi = Sympathy, Mii = Anger, Miii = Fear, Y= Outcome variables in moderated mediation models.
*= p <.05.
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4.4

DISCUSSION

The current study examined the relationship between pre-existing beliefs
regarding the function of self-harm and stigmatising cognitive, emotional, and
behavioural responses. It also applied a behavioural paradigm to measure helping
behaviour (helping thresholds) in an effort to address potential shared variance effects
associated with self-report only methods. In line with Turner et al., (2021), we found
that participants’ responses on the behavioural computer task were asymptotic to 1,
indicating that as severity of self-harm increased, participants more consistently
endorsed helping responses. The responses on the threshold task in the current study
however did not prove sensitive to differences in the vignettes, and were not
significantly related to the stigma variables of interest. One explanation for the lack of
relationship between thresholds and stigma variables may be due to the wording of the
task. The AQ questionnaire targeted participants’ own responses towards a hypothetical
other, whereas the threshold task asked participants to indicate whether or not the
hypothetical other should seek help. This contrast between making a judgement about
an other and expressing that judgement to them may have reduced the response effect
by inadvertently distancing participants from the helping behaviour.
Another point for consideration is what informs perceptions of severity. In the
current task, severity was denoted by the number of scratches depicted, however
perceptions of severity may also be inferred from other factors. These may include
frequency of self-harm over time, location of self-harm on the body, as well as the
degree of resulting physical injury. Participant’s responses implied that increasing the
number of scratches did influence incremental increases in the perception of severity.
These results also align with past research utilizing this approach and stimuli (Turner et
al., 2021).
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In contrast to Corrigan et al.’s (2003) findings, familiarity with self-harm was
not significantly associated with stigmatising responses with self-harm. Greater
familiarity with self-harm was associated with lower overall endorsement of both
interpersonal and intrapersonal functions of self-harm. These findings might suggest
that those with greater familiarity with self-harm are reluctant to strongly endorse any
specific function. This may also reflect their awareness of the diverse and complex
reasons that people self-harm.
The current study found that perceiving self-harm to have an interpersonal
function is associated with stronger stigmatising responses. Specifically, greater
endorsement of interpersonal functions were related to greater endorsement of blame,
anger, and fear. Staniland et al. (2021) put forward that stigma towards self-harm
manifests in the “tendency to blame an individual for their self-injury without
considering precipitating reasons” (p. 317). The current findings would suggest that
beliefs regarding precipitating reasons (functions) for self-harm have a strong
relationship with participants’ attributions of blame. Specifically, having stronger
beliefs that self-harm is interpersonal in nature was associated with greater attributions
of blame. Endorsement of interpersonal functions was also associated with reduced
helping intentions and greater endorsement of coercive strategies. This further supports
importance of examining pre-existing beliefs about the function of self-harm when
exploring stigmatising behavioural responses to self-harm.
Conversely, greater endorsement of intrapersonal functions were related to
lower endorsement of blame, anger, and increased sympathetic responding.
Endorsement of intrapersonal functions was also associated with greater helping
intentions and reduced endorsement of coercive strategies. These findings fit within the
attribution model of helping/stigmatising responses, but they also lend weight to the
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argument that cognitive, affective and behavioural responses to self-harm are in-part
shaped by the functions ascribed to the behaviour (Knowles et al., 2013; McHale &
Felton, 2010). The failure to find effects of vignette in the mediation analysis, could be
due to the manipulation being seen as mild and so invoking a muted response.
Conversely these findings suggest that participants may have been relying on
established information/belief that accounted for their responses over and above
situational variables depicted in the vignettes. Another explanation is that the priming
effect of a close personal relationship may have proven to be more salient than the
influence of motivational cues between vignette conditions. Felix and Lynn (2022)
outline the role of interpersonal proximity in reducing stigmatising responses, when the
relationship with the subject is perceived as positive. When it is perceived as negative,
increased interpersonal proximity exacerbates stigmatising responses. It is possible that
when primed that the self-harm was enacted by “your good friend” (indicating both
closeness and positivity in relationship) across participants, the nature of the primed
relationship counteracted stigmatising responses and rendered any
immediate/situational cues irrelevant to participant responding on both the behavioural
task and the stigma measure.
In line with previous findings (Corrigan et al., 2003; Nielsen & Townsend,
2017; Schmidt & Weiner, 1988), the results of the current study provided support for
Corrigan and colleagues’ attribution model of public stigma when applied to the
behaviour of self-harm, in that blame was directly associated with increased negative
affective responses, and discriminatory behavioural responses (i.e. lower endorsement
of helping intentions and greater endorsement of coercive and segregating responses).
The current findings also provide some support for a model that positions affective
responses as mediators between blame and behavioural responses. Negative affective
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responses were related to increased endorsement of coercive/segregation responses and
reduced helping intentions.
Furthermore, multivariate analyses indicated that the cognitive stigma responses
were fully mediated by affective responses. Greater endorsement of intrapersonal
functions also significantly predicted lower coercion/segregation responses, lending
further weight to the importance of pre-existing attributions regarding the function of
self-harm on behavioural intentions. Whilst there were no direct between group
differences based on vignette condition, when included as a moderator in the
multivariate analyses, indirect relationships between blame and fear on
coercion/segregation and helping responses became apparent across the different
vignette conditions. These findings are in contrast to Nielsen and Townsend’s (2017)
findings that indicated no relationship between vignette motivation (i.e. interpersonal vs
intrapersonal) and the AQ variables. This discrepancy could be explained by the
differing information provided in the authors’ vignettes. The motivational cue provided
in the authors’ interpersonal vignette “wanted to show other people how desperate I
was feeling” (Nielsen & Townsend, 2017, p. 5). The reference to an internal feeling
state might have confounded participants’ interpretation of that cue as intrapersonal,
thus reducing any difference in elicited responses between motivational conditions.
4.4.1

Implications
Prior research provides preliminary evidence that the attributions made about

self-harm shape public stigma and helping behaviour towards people with mental
illness and self-harm behaviours (Knowles et al., 2013; Law et al., 2009; Lewis et al.,
2020). The current findings lend weight to this by demonstrating a consistent pattern
between these pre-existing beliefs and stigmatising cognitive, affection, and
behavioural responses towards self-harm. They also highlight that in line with
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qualitative findings, when self-harm is perceived to be socially-motivated, helping
responses are diminished in contrast to when respondents hold beliefs that self-harm is
intrapersonally motivated. Further to this, these findings suggest that a plausible path to
intervening in help-provision for those who self-harm lies in addressing these preexisting attributions that individuals take into interactions with those who self-harm.
We note here the issue of sample specific bias of university students. University
students experience psychological distress and mental health issues at rates
significantly higher than the general population (Stallman, 2010). Cipriano and
colleagues also found higher prevalence rates of self-harm amongst university student
populations. Thus participants’ own experiences have the potential to attenuate the
effect of the vignettes. Also, the prevalence of distress experienced in university
populations makes them an important population to examine. Turner and colleagues
(2021) found 62.8% of participants from a university sample endorsed having engaged
in some form of self-harm behaviour. Additionally, in university populations, peers are
often the preferred source of support for those experiencing distress and engaging in
self-harm behaviour (Lewis et al., 2019). Lewis and colleagues provide a number of
recommendations for institutions in responding to self-harm behaviour. An important
recommendation that acknowledges the informal helping role of students is that
institutions make available to students “resources to guide effective responding and
referral for students who self-injure” (p.74).
4.4.2

Limitations
As noted earlier, we cannot assume generalisability of the current findings to the

general population due to the sample being limited to a single university population
enrolled in undergraduate psychology units. However, there are high rates of
psychological distress (Stallman, 2010) and self-harm behaviours (Lipson et al. 2016)
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typically found in university samples meaning that this population is an important
group to study. Additionally, the current study did not examine controllability or
dangerousness as typically included in studies involving the attribution model of public
stigma, rather it attempted to examine pre-existing beliefs regarding the function of
self-harm, and the influence of motivational cues. To a degree this limits the
comparisons of the findings from this study to previous studies for this component of
the attribution model.
The vignettes used in the current study were developed based on traditional
guidelines within the attribution model literature and are comparable to previous studies
using vignette references (Corrigan et al., 2004; Law et al., 2009; Nielsen & Townsend,
2017). However, Nielsen and Townsend raise an important point regarding the
limitations of the use of vignettes in establishing motivational cues, given the limited
information presented to participants that may not be consistent with the quality and
quantity of information usually available to those in naturalistic settings. Arguably,
those in a position to effectively respond to and facilitate access to professional help for
those who self-harm (e.g. school staff) may not have access to extensive information
from which to base their responses. Additionally, the current study aimed to reduce the
scope of information provided in order to reduce (as much as possible) confounding
factors such as the potential for greater diversity in the interpretation of additional
information. Conversely, the absence of such information may have led participants to
rely more on pre-existing knowledge /beliefs and reduced the potency of the vignette
manipulation.
The current study did not examine the potential presence / absence of
participants’ own self-harm history. It reasonable to expect that personal experience
with self-harm behaviour may shape beliefs about and responses to self-harm behaviour
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in others. Whilst a measure of participants’ familiarity with the self-harm behaviour of
others, was included, this did not include an item related to participants’ own past selfharm behaviour. Turner et al., (2021) utilised a measure of respondents’ own self-harm
behaviour to explore the relationship between participants’ own self-harm and their
help-seeking thresholds for themselves, in contrast with their help-seeking thresholds
for others’ self-harm behaviour. Interestingly, the authors found a significant
relationship between participants’ self-harm history and their help-seeking thresholds
for self, but not for others. These findings indicate that past self-harm behaviour is
more likely to impact help-seeking for ones’ own self-harm, moreso than help-seeking
endorsement for another’s self-harm. Future studies examining responses to self-harm
would benefit from examining the influence of past lived-experience and in particular
self-harm on present helping responses. As Turner and colleagues demonstrate, one
such way to do this is to include a measure such as the Self-Harm Inventory (SHI;
Sansone et al., 1998).
The current study made use of the original Attribution Questionnaire (Corrigan
et al., 2003) to test the current findings with the original attribution model variables and
previous attribution research. The Attribution Questionnaire has since been modified by
Law and colleagues (2009) to contain additional variables such as perceived
manipulation; that are specifically relevant to self-harm behaviour. Arguably, the
inclusion of this modification allows for greater understanding of the influence of
stigmatising cognitive factors specifically related to self-harm. Finally, as there was no
meaningful relationship between the threshold data and participants’ other responses,
the findings of the current study relied on self-report measures. As discussed earlier, the
reliance on self-report measures raises uncertainty about the effects of shared method
variance. It is also difficult to determine whether the behavioural task was not
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sufficiently sensitive, or whether the task was sufficiently sensitive but revealed a lack
of relationship between attributions and helping related behaviours. Consequently, it
remains unclear the extent to which the current results are a function of shared method
variance. A final limitation of note is that the outcome variable and mediator variables
were measured concurrently as subscales of the same measure (AQ21). Whilst the
findings were as predicted by the Attribution model (Corrigan et al., 2003), results of
such findings should be interpreted with caution.
4.4.3

Future directions
In view of the previous success of the behavioural task used in the current study,

it is recommended that future research continue to refine the behavioural threshold task.
This might take the form of alternate stimuli, and importantly refining directions to
participants to articulate a more direct association between participants’ responses and
their own actions (e.g. a ‘yes’ response would be correspond to ‘you would speak to
them about support for their self-harm’). It would also be helpful to test the behavioural
task using vignettes that included both a reference to a direct relationship between
participants and with vignette subject, versus vignettes without this detail. This would
allow us to determine whether close positive relationships counter immediate cues in
responding to self-harm behaviour. Alternatively future studies might benefit from
refining alternate behavioural tasks. For example, Brener et al., (2013) used an
adaptation of the Implicit Association Test (Greenwald et al., 1998) to examine implicit
attitudes, emotions, and helping intentions towards clients of mental health workers.
Such implicit approaches may provide an alternate response method sensitive to
variations in public stigma responding. Future studies should also consider refining the
vignette information to remove unnecessary reference to gender and consider additional
cues that might strengthen the inferred motivation.
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This study provides a framework for understanding how it is that pre-existing
beliefs about the functions of self-harm fit within an overarching attribution model of
public stigma in relation to self-harm behaviour. The current findings also provide
support for the proposition that when self-harm is perceived to be socially motivated,
these perceptions contribute to negative cognitive appraisals, are associated with
negative affective responses that contribute to reduced helping intentions and increased
endorsement of coercive and segregating strategies. Future studies may benefit from
examining these constructs in settings such as schools, where the prevalence of selfharm is high, help-seeking behaviour is low, and immediate cues (such as whether the
self-harm is displayed or hidden) may be more noticeable. Such settings are also
noteworthy in light of prior research showing that amongst trainee-teachers,
interpersonal functions of self-harm tend to be over-endorsed (Dawson et al., 2021).
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GENERAL DISCUSSION
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GENERAL DISCUSSION
This thesis investigates stigmatising responses to self-harm, and whether preexisting beliefs regarding the perceived function of self-harm influences stigmatic
responding. More specifically, it examines the influence of immediate environmental
cues provided by vignettes that aim to infer functions/motivations of the self-harm
behaviour on stigmatic responding to self-harm. The aims of the current research were
to examine the functions of self-harm that are ascribed by individuals in two groups;
first a sample of trainee teachers and school counsellors and secondly, in a larger
undergraduate university student cohort. Trainee teachers’ attributions were compared
to existing data of the self-report of young people that self-harm (Rankin, 2016).
Relationships between staff attitudes towards self-harm, self-reported gatekeeper
attributes, and stigmatising cognitive, affective, and behavioural responses towards
self-harm with inferred interpersonal or intrapersonal functions/motivation were
explored. In the undergraduate student sample the relationships between pre-existing
beliefs regarding the function of self-harm and stigmatising cognitive, affective, and
behavioural responses towards self-harm were examined. This was done in the context
of computer-based survey where participants provided responses in relation to a
vignette depicting a hypothetical peer who has self-harmed. The effect of manipulating
the inferred interpersonal or intrapersonal functions/motivation via vignette was also
explored. Further, this larger study used an existing novel computer-based psychophysical response task (Turner et al., 2021) in an effort to address methodological
issues of shared method variance in prior research.
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5.1
5.1.1

Summary of Thesis Findings
Study 1: Trainee teachers and school counsellors perceived functions of selfharm
The first study assessed the functions of self-harm that are ascribed by trainee

teachers and school counsellors, and examined how their responses compare to the selfreport of young people that self-harm. Across both groups, participants endorsed items
related to intrapersonal functions significantly more highly than interpersonal functions,
indicating that respondents typically strongly attributed self-harm to occur for reasons
related to the young person’s internal experiences. Results from this study indicate that,
especially in regards to intrapersonal functions, participants were able to convey a
nuanced understanding of the relevance of different motivations of self-harm for young
people. Participants endorsed both intrapersonal and interpersonal functions at levels
higher than the clinical reference group. However, when comparing the extent of overendorsement across groups, interpersonal functions were more strongly over-endorsed
than intrapersonal functions. These findings suggest that when ascribing functions to
young peoples’ self-harm behaviour, the current sample of trainee teachers and school
counsellors not only showed a pattern of endorsing both types of functions of self-harm
behaviour greater than the clinical reference sample, but that the degree of overendorsement was disproportionately greater for interpersonal functions.
5.1.2

Study 2: Trainee-teachers’ gatekeeper attributes, staff attitudes and
stigmatising responses to self-harm
Study 2 utilised the same trainee-teacher sample from Study 1 but extends the

analysis to explore the relationship between gatekeeper attributes, staff attitudes
towards self-harm, and stigmatising responses to self-harm. Study 2 utilised two
vignettes that differed in relation to stated motivation/function (interpersonal vs
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intrapersonal) and associated visual cues (whether the self-harm was displayed vs
hidden). Study 2’s findings indicate that the presence of cues that infer function/
motivation of self-harm are associated with the stigmatic responding of trainee teachers
towards self-harm behaviour. Additionally, trainee teachers’ gatekeeper attributes and
their staff-related attitudes towards self-harm appear are associated with their cognitive,
affective, and behavioural responses to self-harm, dependent on the motivational cues
(vignette) presented. Negative staff attitudes towards self-harm were associated with
greater stigmatising cognitive, emotional and behavioural responses towards self-harm.
Specifically, when self-harm is perceived to be socially motivated, respondents tend to
attribute this to being ‘manipulative’ and appear more likely to endorse greater
discriminatory behavioural responses.
The relationships between staff attitudes towards self-harm, gatekeeper
appraisals, and the attribution variables of public stigma were explored. Study 2’s
results indicated that endorsement of coercive strategies were associated with greater
reluctance to perform gatekeeper roles with young people who self-harm. Reduced
helping responses were associated with lower reported staff worry towards self-harm.
Study 2 extends on findings from Study 1 by demonstrating that when self-harm is
perceived to be socially motivated (interpersonal functions), greater stigmatising
responses are elicited.
Despite the use of vignettes to prompt different attributions regarding the
function of self-harm behaviours, both studies relied on self-report measures
exclusively and there are methodological concerns that these may be susceptible to
shared-method variance. Study 3 attempted to address this methodological issue by also
trialing a novel computer-based behavioural response task (CRT) to examine the
relationship between pre-existing beliefs regarding the function of self-harm and
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helping/discriminatory responses.
5.1.3

Study 3: Beliefs about the function of self-harm and stigmatising responses:
Testing the attribution model and a novel psychophysical response measure
The overarching aim of the third study was to investigate the relationship

between pre-existing attitudes towards self-harm, and cognitive, emotional and
behavioural stigmatising responses, using vignettes designed to infer either an
interpersonal or intrapersonal motivation, compared to a control condition. A second
aim for Study 3 was to explore the utility of an alternate helping-response paradigm
(CRT) using psychophysical response threshold data. Study 3 demonstrated that preexisting beliefs regarding self-harm as interpersonal in nature were related to greater
stigmatic responding. Conversely, pre-existing beliefs that self-harm is intrapersonal in
nature were associated with reduced stigmatic responding. Findings from moderated
mediation analyses indicated that the cognitive stigma responses were fully mediated
by affective responses. Further, greater endorsement of intrapersonal functions also
significantly predicted lower coercion/segregation responses. These findings lend
further weight to the importance of pre-existing attributions regarding the function of
self-harm on behavioural intentions. The threshold data derived from the CRT showed
that participants reliably increased selection of helping responses as the severity of selfharm depicted increased. However, the threshold data was not sensitive to changes in
inferred motivational cues imbedded in the vignettes, nor did threshold data appear to
have any relationship with other help-seeking attitudes or cognitive, emotional, or
behavioural responses to self-harm measured.
5.2

Findings in the Context of the Broader Literature
The findings of Study 1 indicate trainee teacher and school counsellors’

response patterns regarding the functions of self-harm align with a general two-factor
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model of intrapersonal and interpersonal functions. This is consistent with studies
examining the functions ascribed to self-harm by other populations including parents
and child and adolescent mental health staff (Rana, 2019), and those who self-harm
(Bryant et al., 2021; Klonsky, 2009; Nock & Prinstein, 2004; O’Shea, 2019). Study 1’s
findings regarding the accuracy of participants’ endorsements of the salience of
intrapersonal functions is heartening, particularly in the context of findings that
intrapersonal functions may be more strongly associated with self-harm urges and
clinical severity (Klonsky et al., 2015). Participants’ endorsement of interpersonal
functions of self-harm also speaks to their attunement to the variety of reasons that
young people self-harm. However, Study 1’s findings highlighted the relative overendorsement of interpersonal functions. Findings also demonstrated a comparatively
higher ranking of ‘interpersonal influence’ in trainee teacher and school counsellor
responses when compared to the self-report of a clinical youth sample.
Knowles and colleagues (2013) suggest that perceptions of self-harm as socially
motivated (i.e., self-harm behaviour with an interpersonal function) can result in selfharm behaviour being either dismissed or seen as less serious than when it is perceived
to be intrapersonally motivated. There is strong evidence across settings indicating that
when reasons for self-harm are perceived to align with negative stereotypes such as
attention-seeking, they are not taken as seriously (Gibb et al., 2010; Lewis et al., 2020;
Staniland et al., 2021). Beliefs related to self-harm as socially-motivated can impact
support provision to young people at the institutional level, through fear of increasing
self-harm prevalence. The authors reported that in some circumstances, this results in
staff encouraging secrecy of the self-harm behaviour, and discouraging help-seeking
through staff avoidance of direct discussion of self-harm (Evans & Hurrell, 2016).
Therefore, when self-harm behaviours by young people are deemed to be socially (i.e.,
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interpersonally) motivated, there is a risk they may miss out on receiving support
because their problems may be mistakenly considered to be less severe. Such concerns
are also reinforced by prior research finding that teachers’ endorsement of adolescent
self-harm behaviour as ‘attention seeking’ is greater than reported by young people
who self-harm (Carlson et al., 2005).
Study 1’s findings regarding endorsement of interpersonal functions are of
particular interest in this context. One point of difference between participants’
responses and the self-report of the clinical reference group (Rankin, 2016), was the
elevated importance of ‘interpersonal influence’ as a function of self-harm endorsed by
trainee teachers and school counsellors. Interpersonal functions often serve as an
attempt to seek help or engagement from others. Greater endorsement of this function
by potential gatekeepers could be a serious concern if it minimises the risk and
appropriate responses to young people who self-harm. This finding highlights the need
to understand how differences in the perceived function of self-harm are related to other
key variables that have been identified as influencing gatekeeper responding to selfharm.
Burnette et al. (2015) theorised that public stigma was a key variable in
understanding gatekeeper responses to self-harm and suicidal behaviour, specifically
that gatekeepers’ reluctance to intervene was directly influenced by public stigma.
Study 2’s findings support this view, with greater gatekeeper reluctance being related to
increased anger, fear, and endorsement of coercive/segregating responses. Reluctance
to intervene was also associated with more negative staff attitudes towards self-harm
behaviour.
In line with the self-harm literature (Knowles et al., 2013, Nielsen & Townsend,
2017), Study 2 found negative staff attitudes towards self-harm were associated with
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greater attributions of blame and manipulation, and anger in response to self-harm.
Staff negativity was also associated with lower self-reported preparedness to engage in
gatekeeper roles. In an examination of factors associated with reducing mental health
stigma, Felix and Lynn (2022) found that mental health stigma was only reduced by
interpersonal contact when the relationships with those experiencing a mental illness
were characterised by a lack of negativity. When relationships with those experiencing
a mental illness were perceived as negative or difficult, desire for social distance and
stigmatic responding was exacerbated. Taken together, these findings point to staff
negativity towards self-harm as an important variable to address in interventions
targeting improvement in gatekeeper responding to self-harm.
In Study 2 inferred motivation of self-harm via the vignette condition also
influenced participants’ responses. Trainee teachers’ helping/discriminatory responses
to self-harm were consistent with the attribution model of stigma (Corrigan et al.,
2003). Their responses also supported a parallel ‘danger-appraisal’ hypothesis wherein
discriminatory responses such as coercion/segregation are related to perceptions of risk,
and to fear, rather than personal responsibility beliefs / blame. Study 2’s findings
supported the view that when the motivational cues indicate that self-harm behaviour is
socially motivated, they encourage stereotypical views of socially-motivated self-harm
as manipulative (Carlson et al., 2005, Knowles et al., 2013). These findings were also
similar to Lloyd et al’s (2018) study that compared vignettes that differed in disclosure,
where self-harm was depicted as either hidden and undisclosed to others, or displayed
and the subject had disclosed their self-harm to others. In this study, disclosure (and
displayed self-harm) was associated with greater blame and reduced helping responses.
Participants also endorsed greater perceptions of manipulativeness and risk associated
with the disclosure condition (Lloyd et al., 2018). The Attribution model also predicts
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that sympathy decreases the endorsement of coercive/segregating responses (Corrigan
et al., 2003), but in Study 2, the relationship was reversed in the intrapersonal vignette
condition. That is, when the depicted motivation of self-harm is inferred to be
intrapersonal, rather than reducing coercive/segregation responses, sympathetic
affective responses were associated with increased endorsement of coercion and
segregation. A potential explanation may lie in the reasonableness of coercive and
segregating strategies dependent on the school context. With a large student-to-teacher
ratio, authoritative relationship dynamics, and expectations of compliance, coercive and
segregating strategies may be more normalised within school contexts. Further, a
teacher may be more likely to approach a situation involving self-harm behaviour from
a risk-mitigation perspective, that weighs perceived protection of the wellbeing of a
cohort of students (e.g. from a ‘transmission effect’), against protection of the
wellbeing of an individual student (by using less segregating methods). These findings
make sense if the broader discourse regarding self-harm and social transmission within
the school environment is considered (Jarvi, et al., 2013; Staniland, et al., 2021).
Jarvi and colleagues (2013) highlight the apparent tensions faced between
school staff seeking ways to address the growing issue of self-harm behaviour in
schools, and the fear of iatrogenic effects when discussing self-harm with students (a
prevalent concern surrounding social transmission that is reported in the literature). In
the self-harm literature, the social transmission effect is understood in terms of social
learning theory (Bandura, 1977). That is, self-harm is viewed as being prompted by an
individual’s desire to “imitate a behaviour of a model if the observer can identify with
the model through shared common characteristics” (Insel & Gould, 2008, p. 305). In
their review, Jarvi et al. (2013) define the parameters of social transmission as the
presence of self-harm behaviour by at least two individuals in the same group/setting in
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a 24-hour period. There is evidence indicating that social transmission occurs across
settings that service young people (Heath et al., 2010; Jarvi et al., 2013; Nock &
Prinstein, 2005; Prinstein et al., 2009). Whilst Jarvi et al. found evidence for social
transmission as a risk factor for initial engagement in self-harm of a subset of young
people, they did not find any evidence of the iatrogenic effect of social transmission
through primary intervention. Common guidance for reducing the risk of social
transmission in schools includes advice for teachers to discourage the discussion of
self-harm in classrooms and exposure to peers’ self-harm behaviour in schools (Walsh,
2006; Wester et al., 2017). However, without appropriate training and guidance in
effective responding to self-harm behaviour, some school staff might interpret this as (i)
encouragement to avoid discussion of self-harm with students who engage in self-harm
behaviour, or (ii) encouragement to pursue segregation of students who in engage in
self-harm (a behaviour typically identified as discriminatory in the stigma literature,
Corrigan et al., 2003). This is of particular concern when school staff typically report a
desire to support students, but do not feel adequately resourced and prepared to do so
(Berger et al., 2014; Heath et al., 2006), and their negative affective responses may
contribute to further stigmatisation of young people who self-harm (Toste & Heath,
2010).
Study 2 extends on findings from Study 1 by providing support for the assertion
that when self-harm is perceived to be socially motivated, this in turn elicits greater
stigmatising responses. Study 3 demonstrated pre-existing beliefs regarding the
functions of self-harm influenced helping and discriminatory responses to self-harm
behaviour in an undergraduate population (notably, in a context where the task demand
of professional responsibility is absent when compared the sample of trainee-teachers in
Study 2). These findings speak to the concerns outlined in Study 1 and the wider
120

literature regarding the influence of perceiving self-harm to be socially motivated on
stigmatising responses (Carlson et al., 2005; Gibb et al., 2010; Knowles et al., 2013;
Lewis et al., 2020).
Study 3’s findings were similar to Study 2’s, in that participants’
helping/discriminatory responses to self-harm were consistent with the attribution
model of stigma (Corrigan et al., 2003), and also supported a parallel ‘danger-appraisal’
hypothesis. Study 3’s findings also demonstrated an important relationship between
participants’ pre-existing beliefs regards the functions of self-harm and their helping /
discriminatory responses. Stronger beliefs that self-harm had interpersonal functions
were related to more discriminatory responses to self-harm (e.g., blame, anger,
coercion, and reduced helping). Conversely, beliefs that self-harm has intrapersonal
functions were related to less discriminatory responses. Staniland and colleagues (2021)
argued that stigma towards self-harm manifests in the “tendency to blame an individual
for their self-injury without considering precipitating reasons” (p. 317). In contrast,
Study 3’s findings would suggest that beliefs regarding precipitating reasons
(functions) for self-harm have a strong relationship with participants’ attributions of
blame. Specifically, having stronger beliefs that self-harm is interpersonal in nature was
associated with greater attributions of blame. These findings speak to the broader
concern highlighted in the literature that when self-harm is perceived to be socially
motivated, this is likely to prompt stigmatising dismissive and rejecting responses from
gatekeepers and others (Carlson et al., 2005; Gibb et al., 2010; Knowles et al., 2013,
Nielsen & Townsend, 2018).
In contrast with Study 2’s findings, in Study 3 motivational cues inferred by
vignette conditions were not significantly correlated with stigmatising responses
towards self-harm behaviour. Neilsen and Townsend (2017) also failed to find a
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significant relationship between vignettes depicting stated motivation (interpersonal vs
intrapersonal) and stigmatising responses in a self-selected community sample. It is
notable that the vignette manipulation in Study 2 with trainee-teachers and school
counsellors (enrolled post-graduate teaching studies) found significant direct
relationships between vignette condition and stigmatic responses (with a smaller
sample) than Study 3 with undergraduate psychology students. This suggests that there
may be differences due to perceived relationship with the person depicted in the
vignette. Corrigan et al. (2003) made an important point regarding the effects of
vignettes, depending in part on the target of the vignette feeling ‘real’ to participants.
The vignettes between studies two and 3 did not differ in regards to motivation or
visual information, however they did differ in their relationship to participants. In Study
2, participants were advised that the vignette represented a “student at the school where
you teach”. Conversely, in Study 3 participants were advised that the vignette
represented an individual with a close personal relationship (“your good friend”). The
intention behind these differences was to prime a gatekeeper response from participants
in Study 2, versus a more informal peer response from the undergraduate participants in
Study 3. Upon reflection, the relationship depicted in the vignettes in Study 3 may have
diluted the effect of the vignette manipulation and the CRT. The priming effect of a
close personal relationship may have proven to be more salient than the influence of
motivational cues between vignette conditions. Neilsen and Townsend (2017) used first
person language in their vignettes to increase ecological validity for respondents in a
community setting, and found a similar absence of relationship between vignettes and
participant responses. Both Study 3 and Neilsen and Townsend’s findings were in
contrast to Lloyd et al’s (2018) findings. One explanation might be that the degree of
relatedness or perceived proximity influences stigmatising responses. For instance, it
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would seem that vignette cues that depict a more direct relationship (either by
characterising the relationship as a good friendship, or using first person language that
primes proximity between the participant and the hypothetical other) have a weak
relationship to stigmatising responses. Conversely, vignettes that provide similar
information in third person, with either no information characterising the relationship
between participant and other (Lloyd et al. 2018), or with information that denotes a
more professional relationship appear to elicit more direct relationships with
stigmatising responses.
It may also be that differences in responding were tied to different sample
characteristics. The vignettes were designed to provide minimal cues, in part to increase
their ecological validity in a school setting where a teacher may be tasked with
responding to a student they do not know with minimal information beyond what they
see, and believe. As discussed earlier, Felix and Lynn (2022) make clear that
interpersonal proximity only reduces stigmatising responses when the relationship with
the subject is perceived as positive. When it is perceived as negative, increased
interpersonal proximity exacerbates stigmatising responses. Prior research makes clear
that responding to students that self-harm presents a challenge that many teachers do
not feel equipped to respond to (Berger et al., 2016; Heath et al., 2006; Toste & Heath,
2010). It is possible that when trainee teachers are prompted to consider their responses
to a hypothetical student, they are more sensitive to immediate/situational cues that
correspond to stigmatising responses. In contrast, when primed that the self-harm was
enacted by “your good friend” (indicating both closeness and positivity in relationship)
across participants, potentially the nature of the primed relationship counteracted
stigmatising responses and rendered any immediate/situational cues irrelevant to
participant responding on both the behavioural task and the stigma measure.
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Further to this discussion regarding differences related to sample characteristics,
it is noted that undergraduate students have a greater tendency to experience mental
health issues such as psychological distress (Stallman, 2010). Lipson et al., (2016)
found that students in the social sciences reported a prevalence of 34% for any mental
health problem, and 16% having engaged in self-harm in the past. Therefore, the
sample of undergraduate psychology students in Study 3 may have had greater preexisting experience influencing their baseline attitudes. Additionally, students engaging
in research for course credits may have been pre-disposed to engage in self-reported
responses that were more susceptible to social desirability effects given their potential
for increased awareness of experimental manipulations – in this case the vignette
conditions and the computer task in Study 3. The potential for the sample in Study 3 to
engage in responses in a more intellectual and distanced manner may also have
contributed to the failure to capture group differences in thresholds in the Computer
Response Task (CRT).
5.3

Methodological Issues
Shared method variance relates to variance that is attributable to the

measurement method instead of the measurement of the variable of interest, and is a
particular issue for literature that relies predominantly on similar format self-report
measures (Podsakoff, et al., 2003). The reliance of much stigma and help-provision
research upon self-report and Likert-style measures makes the issue of shared method
variance an important issue to address (Orth, 2013). Accordingly, Corrigan and Shapiro
(2010) recommended that future research aim to consider obtaining information from
multiple measurement domains, with particular emphasis on behavioural methods.
Additionally, whilst using the language of behaviour, it is important to note that much
of what is referred to as ‘behaviour’ in the stigma literature is actually behavioural
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intention. While intentions have commonly been considered as close proximal
determinants of related behaviours, enduring concerns over the discrepancy between
intention and action exist (Azjen, 1985; Azjen et al., 2004; Carro & Gaudreau, 2013).
Self-reported intentions and attitudes are also susceptible to distortion by biases such as
socially desirable responding, particularly in cases of measuring socially undesirable
responses such as public stigma (Corrigan & Shapiro, 2010). Obtaining purely
behavioural data is difficult and resource intensive. In contrast psycho-physical
response methods may provide a response format that is less susceptible to social
desirability and more representative of closer approximations of behaviour than selfreport methods alone (Corrigan & Shapiro, 2010). Study 3 aimed to address these two
methodological issues by utilising Turner et al.’s (2021) CRT that had previously
demonstrated the utility of threshold data as an estimate of help-seeking for another’s
self-harm behaviour. In the current research, whilst participant responses revealed
helping thresholds, the thresholds were not sensitive to differences in the vignette
conditions, nor did they relate to the stigma variables of interest. One explanation for the
lack of relationship between thresholds and stigma variables may be due to the wording
of the task. The AQ questionnaire targeted participants’ own responses towards a
hypothetical other, whereas the threshold task asked participants to indicate whether or
not the hypothetical other should seek help. This contrast between making a judgement
about an other and expressing that judgement to them may have resulted in a reduction
of the response effect by inadvertently distancing participants from the helping
behaviour. This may also have inadvertently prompted an intellectual response, more so
than a behavioural one.
Another issue pertaining to language use that is contentious in general field of
study of self-harm behaviour introduced in Chapter 1, surrounds the nomenclature of
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‘self-harm’. This nomenclature issue exists across the literature internationally
(Muehlenkamp et al., 2012). As noted in Chapter 1, NSSI refers to self-harm behaviour
explicitly characterized by the absence of suicidal intent. In contrast, DSH comprises
self-harm behaviour “both with and without suicidal intent, that have non-fatal
outcomes” (Muehlenkamp et al., 2012, p.1). Further confusion arises when the terms
are used interchangeably throughout the broader literature (Arensman et al., 2016;
Silverman, 2016). It is argued that significant variation in international prevalence rates
may be attributable to this disparity (Muehlenkamp, et al., 2012). Throughout this
dissertation, ‘self-harm’ has referred to the broader definition of self-injurious
behaviour that encompasses deliberate self-injury with and without a degree of suicidal
intent. Whilst this was done for the reasons outlined earlier, it is important to
acknowledge that this approach is not without its limitations. Importantly, when using
the broader definition of the term ‘self-harm’ it may be construed that self-injurious
behaviour with and without suicidal intent are not discrete and are interchangeable, but
that is not the position taken in this dissertation. Further, it is extremely difficult to
reach meaningful consensus on terminology, even when specific parameters are
established (De Leo et al., 2021). In their survey of International Organisation for
Suicide Prevention (IASP) members, De Leo and colleagues used vignettes describing
non-fatal forms of self-injurious behaviour that either did or did not result in death and
varied in information provided regarding lethal intent including no intent to die,
unknown intent, and lethal intent. The authors found that very little consensus
regarding terminology could be reached when intent was non-lethal or unknown. When
the vignette depicted a person who was without any intention to die and survived, the
greatest agreement was reached for the term ‘self-harm’ (27.8%), followed by ‘nonsuicidal self-injury’ (19%) and ‘deliberate self-harm’ (17.5%). Silverman (2016) also
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noted that measures of NSSI struggle to definitively rule out suicidal intent.
Conversely, by not specifying the absence of suicidal intent, it is difficult to definitively
understand whether and how participants’ responses are being influenced by their
perceptions of suicidal intent.
5.4

Implications for Education
Lewis and colleagues (2020) outline how inadequate knowledge and responding

to self-harm from school staff can result in greater stigmatisation of young people and
missed opportunities to facilitate access to necessary supports. The current findings
lend weight to the authors’ calls for schoolwide professional development aimed at
challenging common misconceptions and providing training in appropriate responding
to disclosures of self-harm. Specifically, in Study 1, the higher ranking of
‘Interpersonal Influence’ as a function of self-harm and the apparent strength of
endorsement of interpersonal functions are particularly noteworthy if such beliefs are
related to dismissive or stigmatising responses to young people engaging in self-harm.
Such training might include reinforcing that self-harm that is in part driven by a call for
help, carries significant risk for the young person, and should be taken seriously, and
requires every effort to support the young person to get help. Further to this, stigmatic
beliefs regarding self-harm that is socially-motivated as manipulative, may be
addressed by emphasising that this function of self-harm is communicative in nature,
and will likely benefit from modelling of healthy/appropriate communication in
response.
It is also important to note that school staff may experience considerable tension
between providing support for individual students and maintaining the safety of the
greater student cohort, particularly in the context of fears surrounding social
transmission (Wester et al., 2017). Teacher training and staff in-service training would
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benefit from specifically addressing these concerns in line with the existing evidence
base. Particularly in light of the findings that whilst social transmission concerns are
real, there is no evidence of iatrogenic effects related to intervention (Jarvi et al., 2013).
Teachers should be equipped with the knowledge that discussing self-harm with a
student directly is unlikely to ‘spread’ the behaviour of self-harm.
Finally, it is important not to assume that with experience and greater
interpersonal contact alone with young people that self-harm, will come improvements
in behavioural responding (Felix & Lynn, 2022). The findings from Study 2 indicate
that school-based interventions would benefit from equipping staff to manage their own
attitudes and affective responses to self-harm behaviour. From the current findings, it
appears likely that addressing the affective responding of gatekeepers may reduce
gatekeepers’ reluctance to intervene, and therefore prompt helping behaviour and
reductions in discriminatory responding.
5.5
5.5.1

Implications for Research
Pre-existing beliefs regarding the function of others’ self-harm
Participants’ responses on the Inventory of Statements about Self-Harm (ISAS,

Klonsky & Glenn, 2009) were consistent with the broader literature’s consensus of an
over-arching two-factor model where functions of self-harm are categorised as either
intrapersonal, or interpersonal in function (Bryant et al., 2021; Klonsky & Glenn, 2009;
Nock & Prinstein, 2004). Future research examining gatekeeper and stigmatising
responses to self-harm would benefit from the inclusion of a measure of the function of
self-harm such as the ISAS. Use of such a measure will aide in the standardisation of
approaches to assessing pre-existing beliefs regarding the function of self-harm, and
facilitate comparability between studies related to stigmatising responses. Further to
this, future research may benefit from using the modified version of the ISAS as a
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measure of others’ understanding regarding the reasons for self-harm. For example, the
ISAS could be readily adapted in health settings to both assess the functions of selfharm reported by patients, as well as the perceptions of the staff supporting them. In
research conducted in education settings, students could respond to the original ISAS
questionnaire, and school staff could respond to the modified ISAS, allowing for more
directly comparable results.
5.5.2

Stigmatising responses to self-harm – support for the Attribution Model
The implications of the findings from studies 2 and 3 are two-fold. Firstly, they

provide preliminary support for applying the existing model of public discrimination
(Corrigan et al., 2003) for use with self-harm behaviour; as opposed to mental illness
more generally. These findings align with prior research that utilised the attribution
model in examining stigmatic cognitive, emotional, and behavioural responses to selfharm behaviour (Law et al., 2009; Neilsen & Townsend, 2017; 2018). Study 2’s
findings in relation to self-harm cues that are interpersonal were in line with the
attribution model’s predictions for typical stigmatising responses; being reduced
sympathy, increased anger and fear, and increased stigmatic behavioural responses. In
contrast to the predictions of the attribution model, it’s application in Study 2 to a
trainee-teacher sample resulted in findings that indicated risk and sympathy to be
associated with greater coercive/segregating responses when the inferred function of
self-harm cues are intrapersonal. Regression analyses showed that fear mediated the
relationship between risk and coercive/segregating responses. The ‘danger-appraisal’
hypothesis outlined by Corrigan et al. (2003) theorises that when a subject is perceived
to be more dangerous, discriminatory responses are mediated primarily through fear
responses. However, as outlined earlier, it is also possible that findings in the trainee
teacher sample in Study 2 were a function of the interplay between the role an
129

individual has to someone engaging in self-harm, and the broader responsibilities that
individual has to others. The findings of Study 3 also indicated support for components
of the ‘danger-appraisal’ hypothesis where fear strongly predicted significantly lower
helping responses and greater coercive/segregating responses in regression analyses. It
may be of value for future research to further examine the construct of fear in relation
to helping and discriminatory responses. The danger-appraisal hypothesis seems to
imply that fear responses are related to engaging with something dangerous, whereas
the attribution theory posits that fear responses can also be associated with engaging
with something socially unacceptable / discomforting. There was evidence across Study
2 and 3 of a small relationship between blame and fear which would suggest fear
operating via both hypothesised pathways.
Another unexpected finding in Study 2 was the positive association between
helping intentions and coercive/segregation responses when self-harm was inferred to
be intrapersonal. This finding was not replicated in Study 3 with an undergraduate
sample. The contrast in these findings highlights an apparent sample-specific tension. A
potential explanation for these findings is in consideration of the dual responsibility of
teachers to manage both the safety of the individual student and the safety of others /
the student cohort. These findings make sense in the broader educational context
wherein the fear of a social transmission effect of self-harm poses and added layer of
complexity in responding to self-harm. This ambivalence can be seen where
participants helping and avoiding responses are positively correlated when self-harm is
perceived to be intrapersonal. When self-harm is inferred to have an interpersonal
function, this tension is no longer apparent. Another explanation might be that what is
perceived to be a discriminating response in the general population (coercion and
segregation), may align more closely with protective responses in a school setting.
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Secondly, the current research also offers a path forward for a more coherent
integration of research between the fields of self-harm functions, and stigmatising
responses. Prior research has provided preliminary evidence that the attributions made
about self-harm shape public stigma and helping behaviour towards people with mental
illness and self-harm behaviours (Knowles et al., 2013; Law et al., 2009; Lewis et al.,
2020). The current research lends weight to this and further begins to elaborate on the
mechanisms underlying these relationships. This is especially important if future
research is to include a focus on facilitating pathways to help-provision that do not rely
solely on increasing the help-seeking behaviour of young people. The current research
represents an original contribution towards bridging the gap between gatekeeper
methodology and stigmatising responding to self-harm behaviour in education
populations, alongside education-specific attitude variables. Currently, there are mixed
findings regarding the success of programs targeting the increasing helping responses
for young people who self-harm (Robinson, et al., 2016). These findings raise the
possibility that interventions targeting both the helping and stigmatising responses to
self-harm would benefit from addressing the pre-existing attributions that individuals
take into interactions with these young people.
The current findings also call for further study of the experience of teachers in
managing individual versus group needs. This is especially so in context of self-harm
behaviour, where concerns regarding social transmission may further add complexity to
gatekeeper responses. Earlier it was argued that teachers should be equipped with the
knowledge that discussing self-harm with a student directly is unlikely to ‘spread’ the
behaviour of self-harm. However it remains unknown whether a purely psychoeducational approach to this matter would be sufficient. The current research’s findings
highlight the important role of affective responses in helping and discriminatory
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responses to self-harm. These findings align with prior research indicating that affective
responses from school staff may lead to further stigmatising experiences of young
people who self-harm (Toste & Heath, 2010). It is likely that future research exploring
the experience of teachers in balancing individual versus group needs, will benefit also
from examining the emotional components of gatekeeper responses in such situations.
5.6

Limitations
A potential limitation across both studies 2 and 3 is the use of a specified gender

used to describe the individual in the vignette conditions. In the hypothetical vignette a
female was chosen because females are more likely to self-harm by cutting or
scratching (Victor et al., 2018). In a study with similar sample characteristics, no
relationship was found between stigmatising responses and the gender depicted in
vignettes (Lloyd et al., 2018). However as this was not controlled for, it is unclear as to
whether this may have influenced responding to the vignette. Future studies could avoid
this limitation with the use of non-gendered pronouns.
There was no direct manipulation check for the different vignette conditions in
either Study 2 or 3. This makes it difficult to draw conclusions regarding the differing
outcomes between these studies. For instance, the inclusion of the computer task in
Study 3 may have led to less attention being paid to details of the vignettes in a number
of ways (such as time lapse between presentation of the vignette and response to the
AQ questionnaire, differences across administration settings, and responding to the
computer task prior to completion of the AQ items). A solution to this limitation for
future research may be to include an additional measure, assessing whether participants
correctly identified whether the self-harm in the vignette was hidden, displayed, or
whether this information was not provided.
This thesis examined beliefs and responses to the self-harm of others. It is
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reasonable to expect that personal experience with self-harm behaviour may shape
beliefs about and responses to self-harm behaviour in others. Indeed Cislaghi (2020)
found preliminary evidence that participants’ familiarity with self-harm was related to
their attitudes towards self-harm behaviour, as was their own self-harm history. Whilst
the studies in this thesis included a measure of participants’ familiarity with the selfharm behaviour of others, measures of participants’ own past self-harm behaviour were
only measured in Study 3 and not included in the controlled analysis. Given the
potential for this factor to shape responses to self-harm, future research should include
a measure that captures this information.
As there was no meaningful relationship between the threshold data and
participants’ other responses, the findings and conclusions from across all of the current
studies relied on self-report measures. As discussed earlier, the reliance on self-report
measures raises uncertainty about the effects of shared method variance. It is also
difficult to determine whether the behavioural task used in Study 3 was not sufficiently
sensitive, or whether the task was sufficiently sensitive but revealed a lack of
relationship between attributions and helping related behaviours. The extent to which
the current results are a function of shared method variance remains unclear. The
concurrence of the findings in relation to the attribution model does provide a degree of
confidence in the current findings, but nonetheless developing alternate behavioural
response methods to address shared method variance remains an issue of priority for
this field.
5.7

Future Directions
Future research would benefit from continuing to refine the behavioural

threshold task. This might take the form of alternate stimuli, and importantly, refining
directions to participants to articulate a more direct association between participants’
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responses and their own actions (e.g. a ‘yes’ response would correspond to ‘you would
speak to them about support for their self-harm’). Adjusting the cue to better represent a
behavioural approach response may elicit a response that more accurately reflects
behavioural intentions. Alternatively future studies might benefit from refining
alternate behavioural tasks in an attempt to address the issue of shared method variance.
For example, Brener et al., (2013) used an adaptation of the Implicit Association Test
(Greenwald et al., 1998) to examine implicit attitudes, emotions, and helping intentions
towards clients of mental health workers. Similarly, Burke et al., (2019) utilised a
combination of questionnaires and the implicit association test to demonstrate the
existence of implicit and explicit biases towards self-harm behaviour. Such implicit
approaches may provide an alternate response method, sensitive to variations in public
stigma responding. This type of approach would also have the benefit of reducing any
influence that social desirability has on outcome measures.
Future studies should also consider refining the vignette information to remove
unnecessary reference to gender and consider additional cues that might strengthen the
inferred motivation. The findings in the current research have been mixed regarding the
influence of the vignette, and in relation to previous studies similarly assessing the
influence of perceived motivation/function of self-harm through the use of vignettes
(Nielsen & Townsend, 2017). Therefore, additional exploration of how such vignettes
can be refined is worthy of pursuit. It may be that some populations are more prone to
relying on pre-existing beliefs whereas others are more sensitive to immediate cues.
This would be valuable knowledge to inform and improve gatekeeper / general helpprovision interventions.
Findings from the third study provide a framework for understanding how it is
that pre-existing beliefs about the functions of self-harm fit within an overarching
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attribution model of public stigma in relation to self-harm behaviour. The findings also
provide support for the proposition that when self-harm is perceived to be socially
motivated, these perceptions contribute to negative cognitive appraisals, which in turn
elicit negative affective responses that contribute to reduced helping intentions and
increased endorsement of coercive and segregating strategies. Study 2 provided
additional support for this pattern of responding to self-harm in trainee teachers. Future
studies may benefit from examining these constructs in settings such as schools, where
self-harm prevalence is high (De Riggi et al., 2016), help-seeking behaviour is low
(Doyle et al., 2015; Evans et al., 2005), and immediate cues (such as whether the selfharm is displayed or hidden) may be more salient, across staff cohorts of differing
levels and types of experiences.
5.8

Conclusion
This thesis aimed to explore stigmatising responses to self-harm, and examine

whether pre-existing beliefs regarding the perceived function of self-harm influences
stigmatic responding. More specifically, this research examined the influence of
immediate environmental cues that could infer function/motivation to the self-harm
behaviour on stigmatic responding to self-harm using vignettes. This thesis examined
the functions of self-harm that are ascribed by individuals in two populations; first by
trainee teachers and school counsellors and secondly, in a larger undergraduate cohort.
In the school context, trainee teachers’ attributions were compared to the self-report of
young people that self-harm. Relationships between staff attitudes towards self-harm,
self-reported gatekeeper attributes, and stigmatising cognitive, affective, and
behavioural responses towards self-harm with inferred interpersonal or intrapersonal
functions/motivation were also explored. This thesis also examined the application of a
novel computer-based psycho-physical response task capturing responses to self-harm
135

in an undergraduate population. These responses were also examined in relation to
participants’ stigmatising cognitive, affective, and behavioural responses towards selfharm. Across the current three studies, trainee teachers and school counsellors endorsed
items related to intrapersonal functions significantly more highly than interpersonal
functions, indicating that respondents typically strongly attributed self-harm to occur
for reasons related to the young person’s internal experiences. Participants endorsed
both intrapersonal and interpersonal functions at levels higher than the clinical
reference group. However, when comparing the extent of over-endorsement across
groups, interpersonal functions were more strongly over-endorsed than intrapersonal
functions. Study 2 provided preliminary evidence that trainee teachers’ responses to
self-harm are influenced by the inferred motivation for self-harm. Further, staff-related
attitudes towards self-harm and self-perceptions as gatekeepers are also associated with
stigmatising responses towards self-harm. Study 3 demonstrated that pre-existing
beliefs regarding self-harm were associated with stigmatisng cognitive, emotional and
behavioural responses to self-harm. Specifically, that pre-existing beliefs that self-harm
is interpersonal in nature were related to greater stigmatic responding. Conversely, preexisting beliefs that self-harm is intrapersonal in nature were associated with reduced
stigmatic responding. The findings from the computer task in Study 3 did not provide
support for a relationship between participants’ threshold responses and helping and
discriminatory responses to self-harm. The findings suggest that research could pursue
pre-existing beliefs regarding the functions of self-harm intra or interpersonal as
important variables in understanding stigmatising responses to self-harm behaviour.
The findings also provide support for further applications of the attribution model in
relation to self-harm behaviour. This thesis also calls for future research to continue
refining alternate response formats or behavioural measures of stigma to combat issues
136

related to shared method variance and demand effects social desirability of responding
in the stigma literature. Finally, the current findings suggest that future research should
continue to explore factors influencing the helping and discriminatory responses of
gatekeepers such as teachers to self-harm behaviour. It is suggested that such research
examine competing individual and contextual factors that may shape gatekeeper
responses in the school setting. Outcomes can be used to tailor approaches to
individuals who self-harm, specifically in contributing to existing tertiary teacher
education and gatekeeper interventions to address the influence of a number issues
highlighted in this thesis. These include addressing pre-existing beliefs regarding the
function of self-harm, as well as affective responses of school staff that may influence
helping and discriminatory responses to self-harm behaviour.
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6.3. Appendix 2 - Computer Response Task (CRT) (Turner et al., 2021).
Reference Photograph of self-harm
A reference photograph of a mild self-injury was selected by reviewing images
of self-harm using the word “self-cutting” and “images” in a Google search. Six
images were selected and reviewed by the two research supervisors and both agreed
on the same reference image. In addition to the aforementioned vignettes, a narrative
was generated to accompany the stimuli explaining the nature of the self-harm and to
provide participants with background information on the reference photograph and
method of self-harm.
Self-harm Stimuli
Diagrammatic stimuli were produced on computer to replicate the severity of
the injury observed in the reference photograph. The stimuli depict an outline of an
androgynous left arm, outstretched with palm facing the viewer. 10 different stimuli
were generated with a number of ‘scratches’ drawn along the arm which varied in
frequency from 1 – 10. The ‘scratches’ drawn on these outlines were all 1.5cm in
length, made at a standard 90° vertical angle to the edges of the arm, and varied in
rotation from the vertical angle at either standard+ or -15° orientation. (N.B. Appendix
X depicts a smaller version of the self-harm stimuli).
1. Software and computers for stimuli presentation.
SuperLab 4 software was used for stimuli presentation and data collection.
The study was carried out in a computer lab on the university campus.
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Introduction for the CRT:
Reference Photograph and accompanying description/instructions

Deliberate Self-Harm (self-harm) is typically defined as self-injurious behaviour
involving diverse methods (e.g. cutting, scratching or pinching skin) without conscious
intent to die. People who engage in self-harm do so for varied reasons, some of these
include: to gain relief from emotional tension, to escape from an unpleasant situation
and to demonstrate desperation to others.
The above image depicts a scratch made with a paperclip on the inner wrist. This
self-injury was made without intention of causing death and therefore falls under the
category of self-harm. This photograph is intended to serve as a reference picture with
regard to the severity and method of self-harm illustrated in the images that will follow.
The following set of images was generated to represent the self-harm made with a
paperclip in the reference photograph.
Your task is now to indicate whether or not this person should seek help from a
mental health professional if they were engaging in this behaviour. After each image
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please indicate your determination by selecting the v key for YES and the n key for NO.
Please respond as quickly and accurately as possible. The experiment will start for you
in a moment, please be ready”.
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6.3. Appendix 3 – Statistical Models of Multivariate Regression Analyses in Study
3.
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MODEL 1 - HELPING

Vignettes
(W1, W2) a
C2’

1a3i

XW(1
XW,2)

(Mi)

2a3i

(Mii)

3a3i

(Miii)

Sympathy (Mi)

C3’
1a1i

(Y)

2a1i

Anger (Mii)

1bi
2bi

Fear (Miii)
3a1i

Blame
(X)

3bi

Helping
(Yi)

C1’

Interpersonal Beliefs
(Covi)

Intrapersonal Beliefs
(Covii)
a

W1 = ‘Displayed’ vignette with control vignette as reference, W2 = ‘Hidden’ vignette with control vignette as reference
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MODEL 2 – COERCION SEGREGATION
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Intrapersonal Beliefs
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a

W1 = ‘Displayed’ vignette with control vignette as reference, W2 = ‘Hidden’ vignette with control reference
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